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THE TUBERCULOSIS PROBLEM IN 
LOUISIANA 
SYDNEY JACOBS, M. D. 
ARTHUR A. CALIX, M. D. 
MAURICE CAMPAGNA, M. D. 
CARL C. KUEHN, M. D. 
NEW ORLEANS 

The Louisiana Tuberculosis Control Pro- 
gram of the present is designed to eliminate 
tuberculosis completely. We no longer talk 
of reduction; instead we look forward to the 
day, not too far in the future, when tuber- 
culosis will no longer be a major public 
health problem. 

For Louisiana, that day has not yet ar- 
rived. We need to intensify our present ef- 
forts and we must co-ordinate them better. 
We cannot afford to emphasize unduly any 
one segment of our program at the expense 
of another. We must operate on the prem- 
ise that—just as a tuberculosis patient is 
more than a pair of sick lungs—the tuber- 
culosis problem involves a multitude of ap- 
proaches. The primary objective in the 
control of tuberculosis is the same as in any 
other communicable disease, namely, to pre- 
vent infection. If prevention has failed and 
disease has developed, the objective is to ob- 
tain adequate treatment at the earliest pos- 
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sible stage in order to prevent a fatal out- 
come and shorten the duration of illness, 
followed by rehabilitation to restore the in- 
dividual to the greatest possible usefulness 
in the shortest period of time. Early hos- 
pitalization also removes the patient as a 
source of infection and helps to reduce the 
prevalence of the disease. 

In Louisiana, we have found ourselves un- 
able to fulfill our objectives because we sim- 
ply do not have enough resources. Without 
adequate funds to buy and to operate x-ray 
equipment, staff and operate clinics, and 
maintain a proper distribution of hospital 
beds, we have been unable to affect our tu- 
berculosis problem as we should. Our prob- 
lem is still great. In 1950, at least 739 per- 
sons died of tuberculosis, which is still the 
leading cause of death in this State in the 
age group 15-34, although seventh as a gen- 
eral cause of death. It is true that our death 
rate from tuberculosis is dropping (from 
59.6 per 100,000 in 1940 to 27.7 per 100,000 
in 1950) —but not so rapidly as in the coun- 
try as a whole. Only five states have higher 
tuberculosis death rates than ours. The de- 
creasing death rates, of course, tell only 
part of the story. There are still far too 
many unreported and untreated cases of tu- 
berculosis: 

As a matter of fact, 191 of the 739 vic- 
tims of tuberculosis in 1950 were not re- 
ported to health authorities prior to death. 
It is also important to note that although 
our death rate from tuberculosis has 
dropped to 27.7 per 100,000 in 1950, it con- 
tinues to be 41.0 for the non-white popula- 
tion and only 20.5 for the white. 

Still, we are making progress. We are 
finding more cases of tuberculosis than pre- 
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viously. Our goal of an increased tempo 
for mass x-ray study is being approached. 


Anda 


Last year 413,755 (14” by 17” and micro- 
films) films were taken as part of our case- 
This is the largest 
total ever taken in a single year in this 
State. 


possible only because of close cooperation 


finding procedures. 
This remarkable achievement was 


between official parish health units and di- 
visions of the voluntary agency, the Louis- 
iana Tuberculosis Association. In a truly 
democratic fashion, the use of tax funds and 
monies supplied through sale of Christmas 
Seals operated to the benefit of better diag- 
nostic facilities for this State. 

The value of photofluorography as a 
means of finding the unsuspected case of 
tuberculosis has been thoroughly appreci- 
ated. It is the means par excellence of find- 
ing the patient, and it points to the great 
need of treating him once his case has been 
made known to the Health Department. 
Photofluorography has been developed to a 
high plane of efficiency at the Charity Hos- 
pital in New Orleans, where last year 71,478 
microfilms were taken on all persons re- 
porting to the hospital admitting rooms or 
clinics for any type of medical service. No 
other general hospital unit in the United 
States took more films than this. Of this 
number, 2.4 per cent were strongly sug- 
gestive of active tuberculosis and were re- 
ferred for appropriate clinical examination. 
Incidentally, an additional 3.7 per cent were 
found to have nontuberculous diseases such 
as cardiac abnormalities and pulmonary 
carcinoma. 

The case finding program carried on by 
the City of New Orleans is becoming in- 
creasingly effective. This program con- 
sists of a mobile x-ray unit which is owned 
and operated by the City of New Orleans 
and made available to industries and to the 
general public. A continuous year round 
screening program is carried on and special 
emphasis is placed on food establishments, 
industries, and those individuals who are 
considered to be in the low income group. 
Also included in this case finding program 
is a stationary unit which takes 4” by 10” 
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photofluorographic stereographic 
and which is used for general work and re- 
Over 50.()28 
seventy millimeter x-rays were taken by the 
City of New Orleans in 1950. One hundred 
seventy-three 


X-rays 


ferrals by private physicians. 


institutions were surveyed 


and there were 130 other surveys. In this 
way the New Orleans Bureau of Tuberculo- 
sis Control was able to uncover 1,010 new 
suspects. 

The Alexandria-Rapides Health Unit took 
12,748 films last year and has become an 
important asset to its section of the State; 
here hundreds of inductees into our armed 
The Caddo-Shreve- 
port Health Unit and Shreveport Charity 
Hospital together x-rayed 15,202 persons. 
The units Baton 


Rouge also performed excellent service. Our 


forces were x-rayed. 


in Lake Charles and in 


mobile x-ray units, continuing to help local 
parish health units conduct their surveys, 
found 1,225 persons (of 109,225 examined) 
with enough evidence of tuberculosis to 
justify further study. 

Our diagnostic and pneumothorax clinics 
are rendering a needed service in providing 
therapy for those unable to pay for medical 
treatment. Strategically placed in Alexan- 
dria, Shreveport, New Iberia, New Orleans, 
Monroe, Crowley, Donaldsonville and Ope- 
lousas, these serve all portions of the State. 
In line with an established policy of bring- 
ing treatment facilities as close as possible 
to the patient, more will be opened. The 
next one is to be started in Lake Charles. 

In 1949, we uncovered 2,827 new cases of 
tuberculosis in Louisiana; for them 1,128 
hospital beds were available. Our job is ob- 
viously to provide additional treatment fa- 
cilities so that as soon as the diagnosis of 
pulmonary tuberculosis has been made the 
patient can be isolated. If diagnosed early, 


isolated at once, treated effectively, he can 
be speedily rehabilitated to a place of useful- 
ness in society—and we shall be taking the 
long step toward our primary objective of 
protecting others in Louisiana against tu- 
berculous infection. 
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EXTRATHORACIC INITIAL 
SYMPTOMS IN BRONCHOGENIC 
CARCINOMA* 

CHARLES ODERR, M. D.7 
NEW ORLEANS 

About 15 per cent of patients harboring 
a carcinoma of the lung will not present 
themselves with lung symptoms or signs.” 
Twenty such patients form the basis of this 
report. 

GROULD I 

riosk PRESENTING EVIDENCE OF BRAIN TUMOR 

three of the 20 cases presented with 
motor signs, either paralysis or Jacksonian 
seizures, and had detectible lung lesions. 
One had only headache which had been 
thoroughly studied for nearly a year with- 
out evidence of organic disease being re- 
vealed. The lung lesion was obscured and 
misinterpreted due to its close proximity 
toa large pulmonary artery. Arteriography 
would most certainly have advanced the 
diagnosis many months. A more thorough 
planigraphic study might have been equally 
successful. 

Review of the available data in the litera- 
ture indicates involvement of the motor 
area is the most frequent, but increased 
pressure without localized signs is nearly 
as common. About 11 per cent of broncho- 
genic tumors metastasize to the brain, and 
in many it will be the presenting symp- 
tom.'” Symptoms usually begin suddenly 
and progress rapidly, and spinal fluid ex- 
amination is often negative. If one can de- 
velop evidence of an obscure chest lesion, a 
difficult differential diagnosis is made 
much easier. To this end we have so far 
found planigrams to be the most useful of 
the supplementary roentgenographic pro- 
cedures. 

Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, La., May 9, 1951. 

+From the Radiological Service, Veterans Ad- 
ministration Hospital, New Orleans, La. 

Published by permission of the Chief Medical 
Director, Department of Medicine & Surgery, Vet- 
erans Administration, who assumes no responsibili- 
ty for the opinions expressed or the conclusions 
drawn by the author. 


Cases Nos. 1, 2, 3 and 4 in the table com- 
prise this group. 
GROUP II 
THOSE PRESENTING EVIDENCE OF 
METASTASES 
Three patients of this series presented 
with back or pelvic pain due to bone metas- 
tases; and one presented with a mass on the 
head, due to skull metastasis. One of the 
back cases had advanced destruction of D12, 
pain radiating down both legs for six 
months, and obstruction of pantopaque in 
myelography; yet the chest examination 
was completely negative. This was an 
adenocarcinoma in a man of 43 and the 
lung lesion was not visualized until micro- 
scopic examination of autopsy specimen re- 
vealed it. The fifth case in this group com- 
plained of pain in the ieft buttock which 
proved to be due to destructive metastasis 
near the acetabulum. 


BONE 


According to Abrams, Spiro and Gold- 
stein,' metastases to bones occur in about 
40 per cent of cases by autopsy findings. 
Some of these will present with bone pain 
as the first symptom. The lesions are lytic 
and most likely to be in the spine, pelvis or 
ribs. Localized pain in known cases is sug- 
gestive even if bone x-rays are negative, 
especially in the spine. As with suspected 
intracranial metastases, chest examination 
must often be pursued with planigrams and 
other supplementary procedures when the 
conventional examinations are negative. 

Cases Nos. 5, 6, 7, 8 and 9 comprise this 
group. 

GROUP III 
PRESENTING WITIL GASTROINTESTINAL 
SYMPTOMS 

Three patients presented with abdominal 
gastrointestinal complaints. One of these 
complained of nausea an hour after eating, 
and this was apparently due to metastases 
which were found in the liver and duode- 
num at autopsy. The other two complained 
of epigastric pain and had adenocarcino- 
mata with mediastinal metastases. 

The mechanism in the production of gas- 
trointestinal complaint is thought by 
Wenzl'* to be due to irritation of the vagus 
nerve. One of the cases was twenty-seven 
years old and a nonsmoker. The micro- 
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scopic diagnosis in this case was adenocar- 
cinoma. 

Cases Nos. 10, 11 and 12 comprise this 
group. Case No. 13 was also one present- 
ing with gastrointestinal complaint but in 
this case the complaint was dysphagia and 
was due to obstruction in the midesophagus. 
This was an adenocarcinoma and had origi- 
nated on the right side. The obstruction in 
the esophagus was due to pressure from in- 
vasion of the surrounding tissues but actual 
invasion of the esophagus had not occurred. 

GROUP IN 
PHOSE PRESENTING WITH ENLARGED NECK NODES 

Enlarged neck nodes was the original 
complaint of three patients and lymphoma 
when mediastinal 
were seen by x-ray. Two of these were un- 
differentiated carcinoma and 
squamous cell. 

Cases Nos. 14, 


group. 


was suspected masses 


one Was a 


15 and 16 comprise this 


GROUP \ 
WITH PAIN 
LEFT ARM 

There was one patient with predominat- 
ing symptoms of pain down the left arm 
and this later became associated with a 
Horner’s syndrome (unilateral small pupil, 
enopthalmus and anhydrosis). This patient 
had an apical tumor which shelled out after 
x-ray therapy and at autopsy showed a fis- 
tula communicating with the esophagus. 
This was a squamous cell carcinoma and 
had appeared on the original x-ray as a su- 
perior mediastinal mass. 


CASES PRESENTING RADIATING DOWN 


This was case No. 17. 
GROUP VI 

A CASE WITHOUT SPECIFIC 
THAN WEAKNESS 


SYMPTOMS O'PHER 
AND WEIGHT 


One patient, fifty-four years of age, com- 
plained only of weakness and weight loss 
for a period of one year and had had a nega- 
tive chest x-ray during the early part of this 
period. When x-rayed again on the appear- 
ance of cough, chills and sputum, he had a 
large abscess in the right lung secondary to 
an oat cell carcinoma of the right bronchus. 
The post-mortem examination showed wide- 
spread metastases including lesions to the 
adrenal glands. 


LOSS 


This was case No. 18. 
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GROUP VII 
CASES FOUND INCIDENTAL TO SOME 
OF WORK-UP 


OTHER ‘ypt 


This group is composed of two patients in 
whom x-ray evidence suspicious of civrci- 
noma was found incidental to some other 
type of work-up. One of these was an area 
of pulmonary infiltration found in a thirty- 
two year old man who was examined for 
fractured ribs. He signed himself out be- 
fore lung films could be taken. Two months 
later he developed a cough, and a film at 
that time showed a mass in the right lung. 
A routine chest film two vears before had 
been negative. This patient also had a four- 
plus Wassermann. The microscopic exami- 
nation showed adenocarcinoma, and there 
were multiple metastases. 

The other case of this group was a man 
with myasthenia gravis who had had sey- 
eral negative chest films, and then on one 
examination showed what appeared to be a 
mediastinal mass. This grew rapidly dur- 
ing the period he was being studied for pos- 
sible thymic tumor. All attempts at cyto- 
logical and bronchoscopic diagnosis failed to 
demonstrate that the mass was actually a 
bronchogenic carcinoma; as_ exploratory 
thoractomy and later autopsy proved it to 
be. 

Cases Nos. 19 and 20 comprise this group. 


COMMENT 


With the increasing popularity of chest 
survey films, we are bound to be confronted 
more often with suspicious lesions. If all 
ordinary methods fail to give a satisfactory 
diagnosis of these lesions, thoracotomy 
should be recommended according to sev- 
eral recent authors on the subject.*;** In 
men, almost any vague symptom referable 
to the brain, abdomen, or skeleton, as well 
as to the chest, should be considered a pos- 
sible early indication of pulmonary neo- 
plasm. That the peak of age incidence is 
in the early fifties is again emphasized in 
this group. The adenocarcinomata are not, 
according to Graham,®° statistically corre- 
lated with heavy smoking; and the one non- 
smoker case in this series was of the adeno- 
carcinoma type (Case No. 10). 

In the interpretation of chest films of 
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TABLE * CASES* 
Packs of 
cigarettes 
Complaint Age Race per day X-ray Micro 
Headache 51 White 1-142 Left hilum Epidermoid, un- 
mass differentiated 
2 Epilepsy & 41 Negro Previous tight hilum Anaplastic 
headache smoker mass 
Contractions of 55 White 1 Right hilum Anaplastic 
left leg and mass 
headaches 
Convulsions 74 White 1 Right base Squamous 
mass cell 
Pain in shouldet 53 Negro 2 Medias. Squamous 
and back mass cell 
Lumbar pain 43 White ? Chest Adenocarcinoma 
neg. 
7 Pain in 51 White ? Atelectasis, Epidermoid, 
buttocks R..L. L. Grade III 
. Mass over 55 White ? Ovoid mass, Anaplastic 
occiput rt. hilum 
Pain in arm and 54 Negro 1 Rt. hilum Anaplastic 
back mass 
lt Abdominal 27 White 0 Not Adenocarcinoma 
pain visible 
Epigastric pain 54 White 1 Xt. hilum Adenocarcinoma 
mass 
12 Weakness 72 White ? Nodular Large oval 
mass at dark cells 
rt. base 
1 Dysphagia 63 White 2 Rt. hilum Adenocarcinoma 
mass 
14 Neck nodes 52 White ? Paratracheal Oat cell 
mass 
15 Neck swelling 44 White ly Mediastinal Anaplastic 
mass 
lt Neck mass 56 Negro 1 Circular Squamous cell 
densities 
in paren- 
chyma 
17 Arm pain 57 Negro 1 Mediastinal Squamous cell 
mass 
18 Weakness 54 White 1 Abscess, Oat cell 
rt. lung 
19 Abnormality 32 Negro ly Rt hilum Adenocarcinoma 
noted on rib film mass 
taken after auto 
accident 
20 Myasthenia 56 White 1 Rt. hilum Oat cell 
gravis mass 


*All Males 





suspects almost any unexplained shadow, 
especially if absent on previous films, must 
be considered possible early evidence of pul- 


monary neoplasm. Even a negative routine 
film does not give assurance that no tumor 
exists. The adenocarcinomata, which arise 
more peripherally than the squamous and 
undifferentiated types, tend to produce less 
prominent chest symptoms in the early 
Multiple views with the standard 
techniques are best suited to increasing the 
chances of early recognition of this type. 
Planigram studies are most valuable for the 
early detection and recognition of the cen- 
trally arising lesions. 


stages. 


SUMMARY 
Twenty men having bronchogenic neo- 
plasm who presented themselves with the 
initial complaints other than chest symp- 
toms have 
brain, bone, 


been reviewed. Metastases to 
neck, and mediastinum 
counted for the initial complaint in seven- 
teen of the cases. Three cases were found 
incidental to some other type of work-up. 
Men, especially between forty-five and 
fifty-five, who have any new chest com- 
plaint or exaggeration of old complaint, or 
whose symptoms simulate any of the ex- 
trathoracic syndromes mentioned here, 
should be thoroughly examined for broncho- 
genic neoplasm. Routine chest film is not 


ac- 


enough. 
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NONHORMONAL CARCINOMA OF THE 
ADRENAL CORTEX* 
PAUL L. GETZOFF, M. D.+ 
NEW ORLEANS 

This paper has for its purpose the discus- 
sion of some significant salient diagnostic 
features pertinent to adrenal cortical carci- 
nomas in which no clinically recognizable 
hormonal changes exist, and a brief review 
of 4 illustrative cases. Nonhormonal types 
of malignant tumors of the adrenal cortex 
are too seldom regarded in differential diag- 
nostic clinical considerations and too fre- 
quently go unrecognized until the pathol- 
ogist submits his final anatomic diagnosis. 
This opinion was corroborated by my re- 
view of the card files and charts of more 
than one-half million consecutive admis- 
sions (1932-1950) at the Charity Hospital 
of Louisiana at New Orleans. I failed to 
find a single case in which the diagnosis of 
nonhormonal carcinoma of the adrenal cor- 
tex had been made clinically. Important 
contemporary textbooks pertaining to can- 
cer or exclusively devoted to the adrenal 
gland give only scant attention to this im- 
portant entity. For the sake of clarity, the 
following clinical classification of adrenal 
cortical tumors is suggested: 

1. No clinically recognizable hormonal 
changes. 

2. Hormonal changes caused by exces- 
sive production of androgens. 

a) Male child—Precocious masculiniza- 
tion. 

*Presented at meeting of the Orleans Parish 
Medical Society, January 8, 1951. 

+From the Departments of Urology of the Lou- 
isiana State University School of Medicine, Charity 
Hospital of Louisiana at New Orleans, and Touro 
Infirmary in New Orleans. 














b) Female child—Develops adult mascu- 
linization. 

c) Female adult—Loss of feminization 
and acquisition of masculine characteris- 
tics. 

3. Hormonal changes caused by exces- 
sive production of estrogens. 

a) Male adult—Loss of masculinity and 
acquisition of feminine characteristics. 

!. Hormonal changes caused by exces- 
sive production of other steroids. 

a) When associated with overproduction 
of androgens, the Cushing syndrome with 
associated sexual changes occurs (most evi- 
dent in females). 

b) When associated with steroids related 
only to metabolism, Cushing syndrome 
without evident sexual changes takes place 
(in males and females). 

Nonhormonal carcinoma of the adrenal 
cortex is seen usually in adults of both sexes 
past 30 years of age. Early in the disease, 
symptoms are minimal. More frequently, 
the clinical picture lacks specificity and 
bears intimate resemblance to the oft-re- 
peated “fatigue syndrome” familiar to the 
practitioner; namely, malaise, 
weakness, anorexia, occasional low grade 
fever, and sometimes fleeting discomfort in 
the abdomen and flank. Unfortunately, 
routine palpation of the abdomen does not 
necessarily provide reliable information be- 
cause of the elusive anatomical position o 
the adrenal in the deep recesses of the flank. 
Much later, the tumor mass may increase in 
size to palpable dimensions and _ possibly 


general 


produce symptoms referable to adjacent 
viscera caused by malignant invasion or ex- 
ternal compression. By this time, there has 
passed by the golden irretrievable interval 
curing which time the extirpation of an un- 
metastasized malignant tumor is surgically 
feasible. 

Hormonal changes and Cushing syndrome 
have been identified with adrenal cortical 
carcinomas with such unremitting emphasis 
in the medical literature, it has unwittingly 
resulted in the erroneous conception that 
the absence of the dramatic endocronopathic 
changes rules out any serious consideration 
of adrenal neoplastic involvement. This 
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tvpe of thinking is wholly without basis of 
fact. Consider, for example, those reported 
cases of adrenal cortical carcinomas of the 
excessive androgen type in adult males 
which have been diagnosed only by virtue 
of urinary steroid studies because hormonal 
changes were not clinically evident. 


When the possibility of an adrenal corti- 
cal tumor presents itself, there are two 
roentgenographic diagnostic procedures 
available, namely, pyelography and _ peri- 
renal air insufflation. Both the intravenous 
and retrograde pyelograms are of equal but 
limited value. Their usefulness is depen- 
dent upon the finding of displacement of 
the renal and pyelographic shadows without 
the presence of calyceal deformity or en- 
largement of the renal outline such as would 
be caused by parenchymal renal pathology. 
Furthermore, pathognomonic pyelographic 
findings are predicated on the existence of 
en extrinsic mass (i.e., adrenal cortical neo- 
plasm) which is large enough to produce 
displacement of a neighboring organ and 
that the resultant force created by such a 
mass is directed inferiorly toward the kid- 
rey. 

The technique of perirenal insufflation of 
air or some other innocuous gas has been 
successfully and effectively used to obtain 
an accurate outline of both adrenal glands. 
The right adrenal normally appears as an 
elongated slender wedge located between 
the liver and psoas muscle. On the left side, 
the adrenal is wider and may even have a 
crescentic outline. Changes in respect to 
size and contour from the normal are often 
detectable so that even benign glandular 
hypertrophy has been accurately diagnosed 
on the basis of radiologic findings. This 
procedure is not entirely without danger, 
especially in inexperienced hands, and re- 
actions of variable severity, including death, 
have been reported. 

Pecause of the nonhormonal character of 
the tumor under consideration in this pa- 
per, the invaluable bio-assay techniques 
which are currently available cannot be em- 
ployed in the diagnostic approach to this 
problem. 

In common with other difficult surgical 
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problems, the final diagnosis awaits sur- 
gical exploration. Surgical exploration of 
both adrenal glands should be performed as 
a diagnostic procedure in the presence of 
important clinical evidence suggestive of 
adrenal cortical carcinoma. Justification 
for this attitude is apparent in the balance 
which weighs heavily in favor of a poten- 
tial life-saving procedure against the lesser 
magnitude of the low morbidity and mor- 
tality of the exploratory operation. Once 
there is reason to believe that an adrenal 
cortical carcinoma is present, conservative 
watchful waiting is no longer tenable. At- 
tention is invited to the case of J. B. S. 
which is briefly reviewed below. In this 
man, a the cortex 
measuring 1.0 cm. in its greatest diameter 
had already metastasized to the other 
adrenal and both lungs. 


carcinoma of adrenal 


CASE REPORTS 
Case No. 1: J. B. S., 56 year old white male, 
was admitted to the hospital complaining of a 


small mass in the right inguinal region of four 
duration. This soft and 
tender but had been increasing in size and becom- 


months’ mass was non- 


ing progressively more painful. Occasional gross 
hematuria was reported by the patient. He had 
but 
he had lost approximately 20 Ibs. in 


anorexia and no vomiting and 
that 


the preceding three months. 

Blood 100/70. 
The left kidney was palpable but otherwise normal. 
A soft irreducible 4 by 3 cm. 
noted in the This 
was nodular and palpable below the subcutaneous 


some nausea 


stated 


Ph ysical Ewa mination . pressure 


tender mass, was 


right inguinal region. mass 


inguinal ring. The skin overlying the mass was 
reddened. 

No clinical evidence of endocrinopathy. 

The patient eventually expired in the hospital 
and the following anatomical diagnoses were es- 
postmortem examination: 


i 


tablished at 
1. Carcinoma of the adrenal cortex (the entire 
malignant tumor was 1 cm. in diameter) 

2. Metastasis to the left 
bilateral lung metastasis. 


adrenal gland and 
No. 2: C. 
admitted 
dyspnea of 


P., 45 year old white male, was 


(Case 
gradual onset of 


Edema of the 


with a_ history of 


four months duration. 
eyelids and ankles occurred soon after the onset 
of the dyspnea which became so severe as to dis- 
able the The 
gressed to orthopnea and the patient developed a 
While in the hospital, 2600 cc. of 
fluid were aspirated from the right 
Studies of this 


patient. dyspnea gradually pro- 
pleural effusion. 
pleural 


for 


clear 


cavity. fluid were negative 
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tumor cells. Because of repeated pleural effusions, 
multiple aspirations became necessary to r¢ 
respiratory embarrassment. Injection of ray 
opaque material into the veins of the upper ex- 
tremity revealed complete block of the superi 
vena cava but the nature of the block could not 
be demonstrated. Approximately one month later, 
the patient died of cardiorespiratory failure. 


eve 


1 


There was no clinical evidence of endocrinopathy. 
A postmortem examination revealed the follow- 


ing anatomical diagnoses: 


1. Carcinoma of the left adrenal cortex. 


2. Metastasis of the left adrenal cortical carci- 
noma to the right pleural cavity, both lungs, 
the mediastinal lymph nodes, liver, and right 
kidney. 

3. Cor pulmonale. 


4. Fibrocaseous tuberculosis of the right apex. 
5. Occluded superior vena cava due to external 


pressure of tumor mass. 


No. a: a i 46 
admitted to 


old 
Infirmary complaining of 


Case year white male, 


Touro 


a 
pain in the left side of three and a half months’ 
duration. This pain, character, 
worse in the morning. It usually began in the 
region of the left costovertebral angle and radiated 
to the left quadrant but neither to the 
genitalia nor the thigh. Moderate frequency and 
nocturia were but antedated the onset of 
the The patient also complained 
of occasional nausea and vomiting. He stated that 
he had lost about 60 lbs. in the preceding twelve 
months. 


aching in was 


lower 


present 


present illness. 


Physical Examination: Blood pressure 92/60. 


Moderate tenderness elicited in the left 
costrovertebral angle and the left lower quadrant. 
The left kidney was palpable but no abdominal 
masses were otherwise noted. No clinical evidence 


of endocrinopathy was evidenced. 


was 


The only significant laboratory finding was a: 
N. P. N. of 95 mgm. per cent. 


revealed an adrena! 
cortex carcinoma overlying the left kidney. The 
mass was quite large and had infiltrated the ad- 
retroperitoneal 


Exploration of this mass 


jacent well as th 


intraperitoneal viscera and it was not feasible 


structures as 


remove the entire malignant tumor. 
No. 4: 
mitted to Touro Infirmary complaining of recent 


Case A. W., 55 years of age, was ad- 
onset of weakness, anorexia, malaise, and a vague 
feeling of discomfort in the left upper quadrant 
Routine study revealed a small mass in the right 
pulmonary apex which was thought to be a lung 
abscess. Because of the possibility of this actually 
representing a metastatic malignancy from some 
other focus or even a primary malignancy in the 
lung, a complete survey was done. This revealed 
the existence of a displaced left kidney in which 








a 








the pyelographic shadow was normal. It was 


thought that this renal displacement was due to 
a left adrenal neoplasm. Exploration of the mass 
revealed an adrenal cortical carcinoma. The pa- 
tient expired a couple of weeks later at which time 


necropsy findings revealed metastases to the other 
adrenal gland, intestine, liver, left kidney, and 


ns 


SUMMARY AND CONCLUSION 

1. Anorexia, ease of fatigue, and ma- 
laise, When associated with flank and ab- 
dominal pain which is accentuated by exer- 
cise, should suggest the possibility of an 
adrenal cortical neoplasm. 

2. Normal physical findings in the ex- 
amination of the abdomen do not necessarily 
obviate consideration of an adrenal malig- 
nancy. However, an easily palpable left 
kidney, especially in the sthenic and hyper- 
sthenic types of individuals, should suggest 
abnormal renal displacement caused by an 
extrarenal mass although this does not im- 
plicate only the left adrenal gland. 

3. Nonhormonal carcinoma of the 
adrenal cortex, by definition, implies the 
absence of both clinical endocrinapathy and 
biochemical detection of aberrant steroid 
states. An interesting corollary to this fact 
is the lack of association between the gross 
and histological appearance of the tumor 
and the type of degree of biological activity. 

1. Pyelography and perirenal insuffla- 
tion of air provide a limited but definite 
value in the diagnostic work-up of a sus- 
pected adrenal neoplasm. 

)». Surgical exploration of both adrenals 
should be an accomplished fact without de- 
lay when the accumulated evidence reason- 
ably suggests the possibility of a carcinoma 
of the adrenal cortex. 
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MANAGEMENT OF THE 
COMPLICATIONS OF HEART 
FAILURE 
ALLAN M. GOLDMAN, M. D.7 
NEW ORLEANS 

In recent years an improved understand- 
ing of cardiovascular physiology has led 
to better clinical management of cardiac 
failure. However, the remarkable relief 
afforded by certain drugs has detracted 
from a study of a patient as a whole and 
has resulted in stereotyped therapy. This 
paper will attempt to outline some of the 
steps in the care of refractory cases. Fail- 
ure of the blood supply to all the organs of 
the body may lead to an unresponsive state 
unless the aim of treatment is to restore 
the disturbed physiology and chemical state 
of the individual to normal. Many of the 
complications, if recognized early, are 
easily corrected by simple methods. (See 
Table 1). 


FABLE 1 
COMPLICATIONS OF HEART FAILURE 


A. Nutritional disorders. 
B. Toxic effects of the mercurial diuretics. 
1. Electrolyte and water imbalance. 
2. Immediate reactions. 
3. Mercurialism. 
4. Local irritation. 
5. Redigitalization. 
C. Abuse of barbiturates. 
D. Digitalis intoxication. 
E. Pulmonary complications. 
1. Pulmonary embolism. 
2. Pleural effusion. 
3. Pulmonary atelectasis. 
4. Hypostatic congestion. 
5. Pneumonia. 
6. Chronic pulmonary edema. 
Hemoptysis. 
Coexisting disorders. 
1. Anxiety. 
2. Hyperthyroid and hypothyroid states. 
3. Anemia and hyoproteinemia. 
4. Avitaminosis. 
5. Allergic states. 
6. Obesity. 
7. Arteriovenous shunt. 
G. Intractable edema. 
H. Surgical complications. 


*Presented at Seventy-first Annual Meeting of 
the Louisiana State Medical Society, New Orleans, 
La., May, 1951. 

+From the Department of Medicine of the Touro 
Infirmary and the Tulane University School of 
Medicine. 











262 GOLDMAN—Management of the 


NUTRITIONAL DISORDERS 

An appraisal of the dietary needs of the 
cardiac is always centered on a low sodium 
intake and reduction of the caloric require- 
ments of the obese. However, subcaloric 
intake may be gradual over a period of 
months due to many unintentional factors. 

Durant? lists the following factors: (Table 

2). (1) Emotional factors, such as anxiety, 

often enhanced by the physician, and isola- 

tion which results from eating alone the 
special diet prescribed; (2) economic diffi- 

culties in obtaining the proper food; (3) 

gastrointestinal disturbances _ resulting 

from congestion and edema; (4) therapeu- 
tic reasons, such as nausea from digitalis, 
the removal of water soluble vitamins by 
TABLE 2 
NUTRITIONAL DISORDERS (DURANT) 

1. Beriberi type—good caloric intake such as car- 
bohydrate and alcohol but need- 
ing vitamin B. 

inanition—subcaloric 


te 


Generalized intake for 


long period. 
a. Emotional factors. 
1. Anxiety enhanced by doctors. 
2. Isolation. 
b. Economic. 
c. Symptomatic gastrointestinal. 
d. Therapeutic reasons. 

1. Nausea from digitalis. 

2. Removal water soluble vitamins by diu- 

resis. 

3. Tapping—removal of electrolytes. 

4. Low sodium diet. 
diuresis, tapping with electrolyte loss, and 
the low sodium diet which so many patients 
find difficult to tolerate. 

Specific printed diet lists should contain 
information about salt substitutes, proper 
methods of food, suggested 
menus, ways of preparing or obtaining salt 
free bread and butter. Use of the cation 
resins will enable a more liberal salt in- 
take.* The newer ammonium potassium 
resins absorb sodium in their passage 
through the gastrointestinal tract and have 
little if any effect on absorption of vita- 
mins, potassium or calcium balance.* The 
resins are insoluble substances given daily 
in doses, such as 15 gm. after meals, three 
times a day. Although finely powdered, 
they must be suspended in liquid or mixed 
with food and some patients object to their 


seasoning 
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taste. To obviate this difficulty, dosage 
schedules can be arranged such as a week 
of the resins followed by a week of rest. 
The author has several patients taking the 
resins with marked relief of symptoms. 
The use of mercurials and paracentesis can 
often be obviated or reduced to long inter- 
vals. 

Time should be spent explaining to the 
patient the necessity for the diet to be fol- 
lowed and every attempt made to see that 
instructions are carried out. Meals should 
be taken with the family group who may 
share some of the sodium restrictions. The 
promise of some salt while the resins are 
being taken will eliminate the boredom of 
the diet. Correction of existing gastroin- 
testinal disturbances will bring marked re- 
lief to the patient and increased enjoyment 
of food. Diabetic cardiac diets should for 
the most part follow the cardiac pattern 
with addition of sufficient insulin to cover 
the caloric intake. 


AND UNDESIRABLE EFFECTS OF 
MERCURIALS 


In managing intractable heart failure 
certain toxic and undesirable effects of the 
mercurial diuretics are encountered. (Table 
3) These are: (1) Local irritation; (2) 
TABLE 3 
PATTERNS 


TONTE THE 


ELECTROLYTE (SCIIWARTZ) 


SYNDROME SERUM CONCENTRATION MEQ 1 
«1 Leo Nua 
Low chloride alkalosis 88 37 140 
Low salt syndrome (acidosis) 88 17 120 
redigitalization; (3) mercurialism; (4) 


immediate reactions; (5) electrolyte and 
water imbalance. The latter two are our 
chief concern and will be discussed in more 
detail. Ray and Burch" review the serious 
effects of mercury on the cardiovascular 
system. Direct toxic effect on the heart 
may occur immediately after the intra- 
venous injection of mercury and this route 
should be avoided. The new subcutaneous 
diuretic thiomerin offers a safe and effec- 
tive method of administration.'' Heart 
block and delirium cordis have been pro- 
duced in the turtle heart. Cardiac stand- 
still and fall in blood pressure were ob- 
served in dogs when mercuric succinate, 
benzoate, or acetate were employed. Elec- 





40) 
20) 
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trocardiographic studies have _ revealed 
mechanism disturbances and various de- 
grees of atrioventricular and intraventric- 
lar block. 

Of equal importance in the genesis of 
the refractory state is a disturbance of the 
patient’s electrolyte and water balance, re- 
sulting from mercurial diuresis. Schwartz 
in an excellent review'' states that the ef- 
fect of diuresis on the electrolytes in the 
body depends on the amount of the various 
electrolytes excreted in the urine. After 
mercurial diuresis, serum chloride concen- 
tration falls, due to an excessive loss of 
chloride in the urine with a rise in serum 
bicarbonate but no significant change in 
serum sodium. Occasionally serum sodium 
may fall also. Daily injections of mercu- 
rials may produce hypochloremic alkalosis 
with first a diminished and then no diu- 
retic response at all. Correction of this 
state may be accomplished by adding am- 
monium chloride which increases the diu- 
resis to mercury. The refractory state may 
develop with chloride levels to 88 to 98 
mEq/liter, and bicarbonate levels of 30 to 
38 mEq/liter. If mercurial diuretics are 
necessary at frequent intervals, ammonium 
chloride should be given to increase diure- 
sis, increase chloride, and decrease serum 
bicarbonate. 

Even with the addition of ammonium 
chloride, hypochloremic alkalosis may de- 
velop due to excessively large diuresis (loss 
exceeds replacement), inability to take or 
or retain drug due to nausea, and failure 
of absorption of enteric coated tablets. In 
such instances ammonium chloride may be 
given intravenously in 1 per cent or 2 per 
cent solution in 5 per cent glucose at a rate 
not exceeding 200 cc./hr., a total of 10 to 
15 gm. in the course of a day. The am- 
monium ion is toxic and intravenously may 
cause collapse, convulsions, and death, if 
the intravenous rate exceeds the ability of 
the liver to convert it to urea. Dilute hy- 
drochloric acid is a satisfactory substitute 
orally in thirty or fifty fold dilution of 
U. S. P. dilute hydrochloric acid (10 per 
cent), approximately 20 cc. diluted to a 
volume of 600 to 1000 cc./day. 


Response to mercurials may continue in 
spite of hypochloremic alkalosis. As this 
condition progresses anorexia and confu- 
sion increase with gradual coma and death. 
Excessive loss of potassium often accom- 
panies the development of hypochloremic 
alkalosis and judicious replacement may be 
necessary. Renal failure may complicate 
the picture and determination of the elec- 
trolyte profile at intervals is essential to 
proper management and the continuous use 
of diuretics. 

Hypochloremic alkalosis is not the so- 
called low salt syndrome. This is a hypo- 
chloremic acidosis with a total reduction 
of sodium and chloride. The exact circum- 
stances are obscure but it accompanies ren- 
al disease, starvation, strict low sodium 
diets, and repeated paracentesis. Some of 
the sodium may not actually be lost but may 
transfer into the cells. The use of hyper- 
tonic saline (3 to 5 per cent) may correct 
this disorder when given in calculated 
amounts. 

The differentiation of the low salt syn- 
drome from hypochloremic alkalosis (Table 
3) is essential in the correction of the re- 
fractory case of heart failure. So far as 
more careful use of the mercurials is con- 
cerned, many toxic reactions can be pre- 
vented by using the intramuscular or sub- 
cutaneous route,'! by smaller doses, alter- 
nating days or weeks, and occasional rest 
periods. The efficiency of oral mercurial 
diuretics remains to be proven. It is gen- 
erally accepted that when the blood urea 
nitrogen exceeds 60,'" the mercurials are 
contraindicated. On occasion they may be 
used when the figure is over 60 with con- 
gestive heart failure alone in the absence 
of renal disease. 

Mild hypocalcemia may occur when diu- 
retics are being given, with carpopedal 
spasm occuring especially in the early 
morning. Calcium lactate by mouth or 
cautious use of calcium gluconate by the 
intravenous route in small doses may be 
needed. Digitalis therapy does not neces- 
sarily contraindicate the use of calcium. 

BARBITURATE ABUSE 
Another complication often seen in the 
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advanced cardiac is produced by the im- 
proper use of barbiturates. The cardiac 
is often unable to sleep at night and the 
use of heavy doses of barbiturates will 
depress breathing and produce Cheyne- 
Stokes respiration. This type of breathing 
is a cause of increased restlessness and in- 
somnia in older patients. They become dis- 
oriented, unable to void and often must 
be restrained. In place of the heavy bar- 
biturates small doses of chloral hydrate, 
demerol, or aminophyllin 
may be used. 


suppositories 


DIGITALIS INTOXICATION 

Digitalis intoxication commonly results 
when large doses are given to a patient 
who fails to give a history of previous digi- 
talis therapy. In refractory heart failure 
the dose should be carefully reviewed be- 
cause standard rules to gauge digitalizing 
and maintainance doses must be dis- 
carded.'= The theoretical maximum im- 
provement for the particular type of heart 
disease must be considered.* Acute inflam- 
matory and necrotic lesions of the myo- 
cardium are best handled on average main- 
tainance doses to keep irritability of the 
myocardium to a minimum. With other 
types, one may gradually increase the dose 
of digitalis until first symptoms of tox- 
emia appear or until it is certain that in- 
creasing failure is being produced. 

Gastrointestinal symptoms are quickly 
relieved by withdrawing all digitalis until 
such symptoms subside. Disturbances of 
cardiac rhythm which are early signs of 
toxicity, especially with the purified gly- 
cosides, must be handled individually as 
the situation requires. Where indicated the 
judicious use of quinidine or pronesty] will 
control tachycardias and prevent further 
difficulties. Heart block will usually dis- 
appear if of digitalis origin, when enough 
of the drug is excreted. The best treatment 
of digitalis intoxication is its prophylaxis. 

PULMONARY COMPLICATIONS 

Sunn! believes that too many pulmonary 
conditions associated with heart disease 
come to light at the autopsy table. The fol- 
lowing should always be kept in mind: 
(1) pulmonary embolism; (2) pleural effu- 
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sion: (3) pulmonary atelectasis; (4) pul- 
monary congestion, hypostatic congestion; 
(5) hypostatic pneumonia; (6) chronic pul- 
monary edema; (7) hemoptysis. 

Although the source of emboli is usually 
the lower extremities, the heart itseif is 
often the site of origin. Pulmonary emboli 
which come from the leg veins are due to 
slowing of the circulation. Methods should 
be instituted to prevent their formation, 
such as passive exercises with flexing of 
the extremities several times a day. Elastic 
wraps from the toes to the inguinal region 
may be helpful in preventing stagnation of 
blood particularly where old thrombophle- 
bitis is present. Use of the anticoagulants 
is strongly recommended in chronic cardi- 
acs. At the present time some type of hep- 
arin followed by dicumarol therapy is the 
method of choice. Tromexan and paritol 
which are new anticoagulants are under in- 
vestigation and may offer some advantages 
in certain selected instances. Frequent pro- 
thrombin determinations are essential. In 
the face of recurrent thrombi and emboli 
Foley and Wright® report on long term an- 
ticoagulant therapy over a period of five 
to twenty months. Prothrombin powers 
were checked at more frequent intervals 
during several weeks or months of hospital- 
ization. Diet appeared to play some part in 
the dicumarol requirements. An adequate 
protein intake helps to stabilize the require- 
ments in some patients. Excessive intake 
of alcohol may affect the dosage as may oil- 
containing laxatives. The author has treated 
several ambulatory patients with dicumarol 
for more than a year and feels that one 
or two prothrombin determinations a week 
are essential to controlled therapy. 

Fluid in the pleural cavity is a complica- 
tion of heart failure which should be 
suspected if cough and dyspnea persist in 
spite of thorough treatment with the usual 
remedies. The physical signs are not al- 
ways easily elicited especially in emphy- 
sematous patients. Fluoroscopic examina- 
tion and roentgenographic techniques, to in- 
clude the oblique and lateral views, are in- 
dicated. Occasionally, a diagnostic thora- 
centesis will reveal fluid when all other 
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methods fail. Dramatic relief of dyspnea 
is often afforded by the removal of small 
amounts of fluid. 

Pulmonary atelectasis must be recognized 
and treated early to prevent small areas 
from coalescing and involving larger por- 
tions of the lungs. Preventive steps include 
frequent changes in the position of the 
patient, sitting up in bed, encouraging deep 
breathing, coughing several times a day, 
and the administration of oxygen with or 
without small amounts of carbon dioxide 
as indicated. Antibiotics and respiratory 
stimulants are of assistance also. Until in- 
tra-alveolar edema appears passive pul- 
monary congestion is often not recognized. 
Disturbing symptoms may be present even 
before actual intra-alveolar edema results. 
Hemoptysis may occasionally be severe 
enough to produce a significant anemia 
especially in the pulmonary hypertension of 
severe degrees of mitral stenosis. In rare 
instances transfusion may be necessary. 
This condition is most often confused with 
the hemoptysis accompanying pulmonary 
embolism, 

COEXISTING DISORDERS 

There are certain conditions which are 
not direct complications of heart failure 
but may coexist and influence the manage- 
ment of a refractory cardiac. Among 
these are: (1) anxiety; (2) hyperthyroid 
and hypothyroid states; (3) anemia; (4) 
hypoproteinemia; (5) obesity; (6) avita- 
minosis; (7) allergic disorders; (8) arterio- 
venous shunts. The aim of the physician 
should always be to establish rapport and 
allay anxiety.° Every patient must success- 
fully maintain a relationship with his job, 
family, and his environment, and their 
should be underemphasis of details con- 
cerning the cardiac status in favor of de- 
tails about energy requirements of a job, 
traveling to and from work, hobbies and 
recreation. 

In studying anxiety in the chronic cardiac 
one must not overlook a smoldering hyper- 
thyroid state. The antithyroid drugs, in- 
cluding radioactive iodine, offer hope in 
relieving the burden of a failing heart. 
Many patients with angina have noted 
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marked improvement after doses of radio- 
active iodine. 

Existing anemias must be corrected by 
proper diet, occasional small transfusions 
of whole blood or washed red cells. Hypo- 
proteinemia may be avoided by use of 
enough protein low in sodium content. 
Avitaminosis brought on by poor absorp- 
tion, excessive use of mercurials, and faulty 
diet is best corrected by parenteral admin- 
istration of the B complex group. Obesity 
should be eliminated to reduce the burden 
of the struggling heart and the necessity 
for loss of weight explained carefully to the 
patient. Allergic states are difficult to man- 
age but respond to desensitization, change 
of environment, and the use of ephedrine- 
like drugs without cardio-accelerator prop- 
erties. The necessity for the recognition of 
congenital defects and arteriovenous shunts 
needs no further explanation. 

MANAGEMENT OF EDEMA 

Stead'* in a recent recent review of the 
renal factors involved in heart failure 
stresses an understanding of disturbed hem- 
odynamics. The edema of heart failure is 
due to a reduction in filtered sodium chlor- 
ide. The student of heart failure is being 
pulled into the field of endocrinology to 
evaluate the effect of reduced circulation 
and decreased oxygen tension on the pitu- 
itary-adrenal relationship and other aspects 
of metabolism. Diets restricted in salt and 
protein may affect the function of the pitu- 
itary, thyroid, and adrenal glands, as well 
as the electrolyte composition of the cells. 
Physical chemistry may present problems 
as a definition is attempted for the mechan- 
isms by which osmoreceptors operate and 
the “osmotic set’? of the receptors if such 
exists. An outline of the management of 
cardiac edema is presented in Table 4 and 
includes many of the factors already men- 
tioned. 

SURGICAL COMPLICATIONS 

It is not infrequent that acute surgical 
emergencies arise in the face of heart fail- 
ure. These are best deferred if possible for 
a few hours or days until some degree of 
compensation is restored and electrolyte im- 
balance corrected. Restoration of the clot- 








TABLE 4 
TREATMENT OF EDEMA (STEAD) 
A. Measures to 
quate. 

1. Increase the cardiac output—digitalis. 

2. Decrease the activity of the body to de- 
crease number of liters pumped. 
weight, stairs, work. 

3. Correct diseased states which increase the 
requirement of the body for blood. 

4. Correct having adverse effect on 
myocardial function. 

B. In the presence of inadequate circulation: 

1. Decrease NaCl in diet to 150-200 mg/day. 
Watch Cl. excretion in the urine. Add 
dialyzed milk for protein content. 

Increase the excretion of NaCl by use of 
diuretics such as mercurials and ammonium 
chloride. 
3. Remove 


make the circulation more ade- 


Decrease 


states 


te 


sodium from the gastrointestinal 
tract with cation resins. 
4. Removal of 


thoracentesis 


fluid by mechanical means— 


and paracentesis. 


ting power to safer levels is necessary when 
patients are taking anticoagulant drugs. 
Anesthesia should be selected only after 
careful consultation between surgeon, in- 
ternist, and anesthetist. Constant nursing 
attention is required to avoid many of the 
pitfalls previously discussed. An emergency 
cardiac tray should be kept in the room at 
all times so that necessary drugs may be 
obtained at a moment’s notice. Liberal use 
of oxygen for periods of from several days 
to weeks is often indicated. 
SUMMARY 

This paper has attempted to emphasize 
some of the important factors in the cor- 
rection of the complications of heart failure. 
The patient must be treated as a whole and 
the physician must be alert to derangements 
produced by the treatment itself. Improved 
methods of electrolyte determination make 
it essential that better laboratory facilities 
be made available to all physicians called 
upon to treat refractory heart failure. The 
recent introduction of the cation exchange 
resins offers relief to the cardiac faced with 
the possibility of existing indefinitely on a 
low sodium diet. A better understanding of 
the digitalis-like drugs will enable the phy- 
sician to prevent or quickly recognize many 
of the complications of heart failure. Final- 
ly one must attempt to evaluate the func- 
tional capacity of the patient so that he 
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may remain an active member of society 
instead of an abandoned so-called Grade IV 
cardiac. 
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PRESENT DAY INDICATIONS FOR 
CESAREAN SECTION 

A REPORT OF CESAREAN SECTIONS PERFORMED ON 

rik TULANE SERVICE AT CHARITY HOSPITAL, 

JANUARY 1, 1949 - JANUARY 1, 1951* 
ISADORE DYER, M. D. 
FRANK GILBERT NIX, M. D. 
NEW ORLEANS 

There is no other procedure in obstetrics 
which has enjoyed more controversial 
phases than that of cesarean section. The 
literature relating to this operation through- 
out the years, is voluminous, and all are 
aware of the historical background sur- 
rounding its inception. For the students 
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of obstetrics, the past thirty years have 
The advent 


of modern surgery, and later, blood trans- 


been vears of marked advance. 


fusion lifted cesarean section from its pre- 
vious role of often fatal necessity to one of 
intelligent choice. However, today, armed 
with antibiotics, the obstetrician has less 
fear of infection, and there is a tendency 
to undervaluate the additional stigmata at- 
tending this procedure. 

We have considered, above all, that an in- 
cision in the uterus is one of profound seri- 
ousness carrying with it a permanent, crip- 
pling effect, which in turn stigmatizes all 
further productivity. This coupled with the 
limiting effects of fecundity, the increased 
mortality over vaginal delivery, the risk of 
uterine rupture, and the innumerable facets 
of religious, moral, and psychological fac- 
tors, necessitates clear indication for its 
performance. 

In 1921, J. Witridge Williams reported a 
twenty-one years’ experience with cesarean 
section in a bulletin of the Johns Hopkins 
Hospital.'! Then, only 183 cesarean sections 
were performed in 20,000 deliveries, an in- 
cidence of less than 1 per cent. Prior to 
1906, pubiotomy had been given trial (1899- 
1906) and 50 sections had been performed 
in twelve years. In the last nine years of 
the study, 133 were performed. The over- 
all maternal death rate was 5.46 per cent. 
Some of his conclusions are of sustained 
value today, for example, that Porro sec- 
tions carried one half less risk, and that 
cesarean section should not be employed to 
treat eclampsia. It is interesting to note 
in passing, that he recommended steriliza- 
tion after the third section, a dictum not 
endorsed as such by present concepts. 

Edward L. King, who for many years has 
studied cesarean section in the city of New 
Orleans has shown previous trends.” Sig- 
nificant enough was his condemnation of 
cesarean section as a treatment for eclamp- 
sia in the 1920-1930 period, when the ma- 
ternal mortality of 35 per cent depicted the 
futility of the method. 

This study is presented and designed to 
take inventory of our present day philoso- 


phy and concepts in the management of de- 
livery by cesarean section. 
SCOPE OF PRESENT STUDY 

We have purposely chosen the experiences 
on the Tulane University service at the 
Charity Hospital in New Orleans, since 
your essayists have personally observed the 
patients referred to, and have accepted the 
interesting chore of making the decisions 
when abdominal intervention was indicated. 
Statistics are often tiresome, but are im- 
portant to evaluate these decisions in terms 
of success or failure of one’s goal. We would 
like to present the following pertinent fig- 
ures in order to discuss incidence, indica- 
tion, and result. 

STATISTICAL STUDY 

The study includes a twenty-four month 
period from January 1, 1949, to January 1, 
1951. During this period there were 21,474 
deliveries at Charity Hospital of which 743 
ended in cesarean section, a rate of 3.46 per 
cent. Of these deliveries 7,844 were on the 
Tulane service, where there were 310 sec- 
tions performed, a rate of 3.9 per cent. 
(Figure 1). 
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Figure 1 


The anesthetic of choice in 232 (74.8 per 
cent), was spinal, in 59, (19.0 per cent) 
general, and in 19 (6.2 per cent) local infil- 
tration (Figure 2). Spinal anesthesia has 
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been preferred because of the absence of 
anesthetic effect on the baby, of less effect 
on the normal mechanism of the uterus 
(bleeding and atony) and the additional ef- 
fect of operative ease due to patient relaxa- 
tion. Postoperatively there is less abdomi- 
nal distention. It must be administered by 
a trained anesthetist who appreciates the 
vasomotor variations from the 
nant patient. This has been discussed on 
a previous occasion,” and is mentioned 
again in admonition. General anesthesia 
was employed when spinal anesthesia was 
not indicated or desired, and local infiltra- 
tion whenever general and or spinal were 
contraindicated. 

The predominating choice of operative 
procedure was the low cervical type with 
a transverse incision whenever 
(Figure 3). There 


non-preg- 


possible 


were 249, (80.4 per 
OPERATIVE PROCEDURES 
TULANE SERVICE -JAN 1, 1949 ~ JAN 1, 1951 
CASES 
LOW CERVICAL 249 
CESAREAN SECTION 48 
(HYSTERECTOMY) 
SEMI- CLASSICAL 10 B* 
CLASSLCAL 3 
TOTAL 310 
Figure 3 
cent) low cervical; of these 13, (4.2 per 
cent) were extraperitoneal; 48, (15.5 per 


cent) section-hysterectomy; 10, (3.2 per 
cent) semi-classical and classical procedures 
performed in 3 patients, or 0.9 per cent of 
the total. All classical and semiclassical 
type incisions in the uterus were for the 
most part occasioned by early pregnancies. 
These were classified as such whenever the 
incision extended past the lower uterine 
segment, intentionally or otherwise. It is 
obvious that with little or no lower uterine 
segment formation in seven and eight 
months’ gestation, the low cervical incision 
is not always possible. In some instances 
of central placenta praevia it was not wise 
to incise the uterus entirely through a pla- 
cental bed. Other than for these reasons, 
it would appear that present day obstetrics 
should delegate the classical type of cesa- 
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rean section to the historical shelf together 
with pubiotomy, symphiotomy, and the Por- 
tes section. 

INDICATIONS 

In general, we like to feel that there are 
three large categories in which indication 
for cesarean section can be placed; one in 
which vaginal delivery is averted because 
of existing mechanical obstruction, one in 
which termination of pregnancy is _indi- 
cated from a strict maternal indication, and 
the third in which the attending interest is 
directed chiefly to the baby. Naturally, 
there are innumerable experiences wherein 
a given situation may fall into two or all 
three, and decisions are clear to all con- 
cerned. 

Some prominent examples of mechanical 
obstruction are concerned with overlarge, 
and occasionally a deformed fetus, obstruc- 
tive placenta praevia, intra and extragenital 
tumors, (example, uterine fibroids, ovarian 
cysts, ptosed or pelvic kidney) true cervical 
dystocia, vaginal stenosis, vaginal varices, 
extensive vaginal condylomata, previous ex- 
periences with repaired fistulae, and most 
commonly, serious degrees of relative or 
absolute narrowing of one or more of the 
pelvic planes. 

Strict maternal indications involve in- 
stances of serious maternal hemorrhage and 
those patients in whom there exists a clear- 
cut indication for delivery when it is not 
feasible to accomplish this gracefully from 
below. Examples would be uncontrolled 
preeclampsia or eclampsia, uterine rupture, 
placenta praevia and abruptio, compound 
presentations, previous classical section, 
carcinoma, (genital or breast), and occas- 
ionally true uterine atony. 

There are definite fetal indications which 
are concerned with arrest of progress dur- 
ing labor due to faulty fetal attitudes, ma- 
ternal diabetes, and prolapse of the umbili- 
cal cord when the baby is in excellent condi- 
tion and delivery is not imminent. Heart 
disease, tuberculosis, and eclampsia are not 
treated by cesarean section but rather ce- 
sarean section is employed if some other 
additional indication for section is present 
independent of the maternal disease. 

In the 310 patients who were delivered 
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by cesarean section, 212 (78.4 per cent), fell 
into two categories. Of these, 124 (40 per 
cent) had had previous cesarean section 
and 88 (28.4 per cent) presented insur- 
mountable fetopelvic disproportion (Fig- 


ure 4). The great majority of the latter 
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Figure 4 


were afforded adequate trials of labor. 
Three complications accounted for 60 per 
cent of the remaining 98 patients. Still oc- 
cupying a dramatic role was the steady in- 
cidence of placenta praevia, 24 (7.7 per 
cent), abruptio placentae, 21 (6.9 per cent), 
and uterine fibroids, 15. (4.8 per cent). We 
have still to be impressed with complete 
conservative management of recognized 
hemorrhage in the third trimester. Three 
maternal deaths, discussed later, were due 
directly or otherwise to premature separa- 
tion of the normally implanted placenta. 
Uncontrolled preeclampsia 7, (2.2 per 
cent), compound presentations 5, (1.6 per 
cent), and four each (1.3 per cent each) of 
uncontrolled eclampsia, hypertension with 
chronic nephritis and diabetes mellitus com- 
pleted the more common indications. Rup- 
tured uteri 3, (0.9 per cent), true cervical 
dystocia 2, (0.6 per cent) and one each (0.3 
per cent) of the existence of a face pre- 
sentation, pelvic kidney, vaginal varices, 
congenital stenosis of the vagina, vaginal 
stenosis and condylomata accuminata, mul- 
tiple pelvic fractures, recurrent breast car- 
cinoma, prolapsed umbilical cord, and sickle 
cell anemia in a Rh negative negress with 
abruptio placenta and eclampsia, completed 
the miscellaneous with some of the unusual 
indications. 

it is of interest to note the absence of the 
“elderly primigravida”’, as an indication, 
in spite of the fact that we observe our 


share of pregnant primigravida in this 
category. 

The three instances of ruptured uteri 
were not associated with previous cesarean 
section. 

DISCUSSION 

If the statistics were corrected to delete 
those patients with histories of previous 
cesarean section, the incidence would be re- 
duced by more than one-third. The trend 
to make use of this method of delivery will 
naturally impose a yearly increase in the 
total. Although many patients have been 
delivered vaginally following cesarean sec- 
tion performed for other than frank ob- 
struction, space does not permit of a discus- 
sion of this interesting and controversial 
phase. Suffice it to say, we have success- 
fully and repeatedly violated the adage, 
“once a section always a section’. 

Fetopelvic disproportions are evaluated 
individually. Experience has taught us to 
rely on x-ray cephalometry and pelvimetry 
with limitation.' Space again does not per- 
mit a detailed discussion of the value of 
x-ray application; however, in the absence 
of frank deformity or frank fetal enormity 
this valuable aid has yet to replace the in- 
telligent trial of labor. Emphasis should 
not be placed on the known presence of va- 
rious amounts of numerical disproportion 
alone. All variants in both mechanism and 
progress must be taken into serious consid- 
eration by careful vaginal examination. 

Since hemorrhage accounts for 50 per 
cent of our maternal deaths, whether it be 
neglected hemorrhage on admission or not, 
success has been maintained only in radical 
management. Our adage in all serious 
hemorrhage is, ‘“‘to control the bleeding im- 
mediately”, the cesarean section resulting 
whenever bleeding points cannot be reached 
instantly to accomplish control. This is par- 
ticularly true of abruptio placenta and ob- 
structive placenta praevia. Conservative 
management is employed only when these 
conditions occur or are apparent at the end 
of the first or during the second stage of 
labor. 

In toxemias of pregnancy, cesarean sec- 
tion, when employed, is done so purely to 
effect early delivery when vaginal delivery 
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is otherwise not possible and or induction 
of labor not indicated. Again, we would 
like to emphasize that this procedure is not 
used as a treatment of eclampsia. 

Of the less frequent indications, diabetes 
deserves mention. If for no other reason 
than for the fact that the stillbirth rate in 
diabetic mothers is extremely high, and 
that the diabetic baby is best salvaged at the 
thirty-seventh week of gestation, cesarean 
section is justified. It has not replaced va- 
ginal delivery where this route was facile 
and feasible. - 

MORTALITY 

Figure 5 shows the maternal deaths from 
all causes, during this two year period. 
There were 2 deaths in 1232 white deliv- 
eries and 6 in 6612 colored deliveries for an 
over-all mortality of 1.02 per 1000 deliv- 
eries. Of these, 1 white and 4 colored ma- 
ternal deaths were associated with cesarean 
section for an over-all mortality of 1.61 per 
cent. In 3 of the 5 deaths, 2 occurred in 
elective procedures. 
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Figure 6 depicts in detail, the causes of 
the 8 maternal deaths. 

Of the white deaths, one occurred in a 
postpartum eclamptic, readmitted ten days 
after delivery one week after discharge and 
after having convulsions for seventy-two 
hours. She died on admission. The second 
died of a pulmonary embolus twelve hours 
after delivery. 

The colored deaths are listed as follows: 

1. Malignant hypertension, total abrup- 
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Figure 6 
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2. Ruptured uterus, complete abruptio, 
in profound shock on admission, section 
hysterectomy, died one week later, after 
having been up and about, of a massive 
pituitary necrosis. (Sheehan’s syndrome). 

3. Complete abruptio on admission, sec- 
tion hysterectomy, irreversible shock. 

4. Repeat, elective section, section hys- 
terectomy, transfusion reaction (incom- 
patible blood), lower nephron nephrosis. 

5. Pregnancy 7 months, self ingested 
poison, convulsions; died shortly after ad- 
mission. 

6. Amniotic fluid 
delivery. 

Of those associated with cesarean section 
the pulmonary embolus might have been 
preventable, but the transfusion reaction 
can be considered the only clear cut pre- 
ventable death. 

Although we accept the mortalities, it is 
futile in every instance to save a patient 
who is allowed to travel up to 100 miles in 
profound shock and is admitted lifeless. 
There are increasing numbers of patients 
who leave their local medical care, and 
travel through many of our Louisiana 
towns, oblivious to the available care en 
route when too often a bottle of plasma or 
an infusion could make the difference be- 
tween life and death. 

No patient has been lost from infection. 

Figure 7 shows the overall fetal mortality 
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rate of 12.2 per cent. This includes all 
babies form all types of complications in- 
cluding premature infants. 
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Figure 7 
SUMMARY 

Present indications for cesarean section 
on the Tulane service at Charity Hospital 
were discussed. Mention was made of the 
anesthetic and type of operative procedure 
in 310 cesarean sections occurring in 7,844 
deliveries. Modern trends revealed increas- 
ing indication for cesarean section in feto- 
pelvic disproportion and repeat sections. 
The next prominent group were placenta 
praevia, abruptio placentae and uterine 
fibroids. A select few toxemias were so 
terminated but cesarean section was not 
performed for treatment of eclampsia. 
There is a definite role for section in the 
protection of the diabetic baby. 

The over-all section rate for Charity Hos- 
pital for this two year period was 3.46 per 
cent, for the Tulane Service 3.9 per cent. 
There were 5 maternal deaths associated 
with cesarean section, 1 preventable. This 
resulted from a transfusion with incompat- 
ible blood. The other 4 were concerned 
with: a postoperative pulmonary embolus, 
and 3 abruptio placentae, 2 of whom were 
admitted in extremis. There were 2 lower 
nephron nephrosis and 1 instance of pitui- 
tary necrosis (Sheehan’s syndrome). The 
fetal mortality was 12.2 per cent from all 
causes including prematurity. 
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KIRSCHNER WIRE 
INTRAMEDULLARY FIXATION 
VERSUS 
HANGING CAST IN FRACTURE OF 
HUMERUS* 

JOSEPH E. WHEELER, M. D. 
ALEXANDRIA 

Various types of traction in the treat- 
ment of fractures of long bones have been 
used since before the days of Hippocrates. 

In 1933, John A. Caldwell! of Cincinnati, 
popularized the hanging cast in the treat- 
ment of fracture of shaft of the humerus. 
The hanging cast or traction cast consists 
of a plaster of Paris cast extending from 
the axilla to the hand, placed over stockin- 
ette with the elbow flexed to an angle of 
90 degrees and the forearm in midprona- 
tion. A wire loop is incorporated in the 
cast just above the base of the thumb and 
through this loop a section of bandage is 
introduced, passing upward to be tied 
around the patient’s neck. If the cast is 
not heavy enough to reduce the fracture, 
a weight may be included in the plaster, 
of sufficient size to overcome the shorten- 
ing of the upper arm. 

With the overriding of the fragments 
overcome, as in many fractures, it may be 
found that the distal fragment rides anteri- 
or to the proximal fragment. By moving 
the center of gravity posteriorly and flex- 
ing the elbow more acutely, better approxi- 
mation may be secured. If the distal frag- 
ment is posterior, extension of the elbow 
with shifting of gravity anteriorly is indi- 
cated. When the distal fragment lies medi- 
ally, the weight should be placed on the 

*Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 9, 1951. 
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lateral side of the arm, but when there is 
lateral displacement the center of gravity 
should be on the medial side. Felt pads 
may also be used above and below the frac- 
ture site to correct lateral displacement, 
and as in other fractures treated by trac- 
tion, the weight may be increased or de- 
creased or the angulation of the traction ap- 
paratus may be changed without obtaining 
a satisfactory reduction.” Each change of 
weight or cast, and each change of angula- 
tion means x-rays, extra suffering for the 
patient and prolongs the treatment of the 
fracture. An extended delay may even re- 
sult in a nonunion of the humerus as the 
shaft of the humerus is the site of nonunion 
quite frequently. 

Due to the above mentioned difficulties, 
after three or four maneuvers with the 
hanging cast or other types of traction, we 
have resorted to open reduction. Formerly 
internal fixation was secured by the use of 
metal plates, Parham bands, or mainte- 
nance of apposition by application of wires 
or screws. If reduction had not been ob- 
tained before three or more months, some 
type of bone graft was used. 

During the last few years intramedullary 
fixation of fractures of long bones has be- 
come a popular method of treatment. For 
over two years we have used intramedullary 
fixation in this type of fracture, after fail- 
ure to obtain proper reduction by traction 
or hanging cast. As there is no weight 
bearing involved and as the mechanics is 
such that rigid fixation is not required, 
multiple Kirschner wires were used. As 
Aesop taught in his fable of long ago, prov- 
ing that in union there is strength, one wire 
or stick may easily bend or break, but by 
using them in multiples, the strength and 
support is greatly increased.* By using 
Kirschner wires the necessity of maintain- 
ing different types and sizes of intramedul- 
lary nails is also obviated. 

OPERATIVE PROCEDURE 

The operation consists of first reducing 
the fracture by the open method. An in- 
cision one inch long is then made over the 
lateral aspect of the shoulder. By blunt 
dissection the greater tuberosity is exposed. 


WHEELER—Airschner Wire Intramedullary Fixation 


A 1/16 inch Kirschner wire is then drilled 
through the greater tuberosity into the :med- 
ullary cavity of the humerus extendig 
distally well beyond the fracture site usual- 
ly to a point about 1 inch proximal to the 
intercondylar region of the humerus. By 
means of right angle pliers the proximal 
1/4 inch of the Kirschner wire is bent to 
a right angle and buried well beneath the 
deltoid muscle to prevent the wire from 
wandering. Other similar wires are then 
introduced in a like manner until the med- 
ullary cavity is fairly well filled and the 
possibility of the fragments slipping is 
prevented. Following the closure, the arm 
is placed in abduction from 60 to 90 de- 
grees on an aeroplane splint for three 
weeks, after which time the wound is usual- 
ly healed and the arm can be worn in a sling. 
The shoulder and elbow should then be ex- 
ercised daily and gradually brought into 
normal activity, except for heavy strain, 
after two months. 

The intramedullary wires may be re- 
moved as soon as x-rays show union strong 
enough to dispense with the internal fixa- 
tion. As there is but little pain and slight 
limitation of motion associated with reten- 
tion of the wires in the bone they may be 
removed at any time suitable to the patient 
and the surgeon. In our series the earliest 
extraction was performed in eight weeks 
whereas the latest period of removal was 
eight months. 


The extraction of the wires may be per- 
formed through a large stab incision using 
local or light pentothal anesthesia. The 
stab incision penetrates to the deltoid 
muscle, and bluntly separating the muscle 
fibers with a hemostat, the blunt wires may 
be grasped individually and removed. One 
silk or dermal suture is sufficient for clos- 
ure. 

CASE REPORTS 

Case No. 1. J. G. Injured in auto wreck Sep- 
tember 11, 1948. Fracture left humerus, junction 
of lower part of middle third. Placed in hanging 
cast at another hospital. Eight manipulations and 
two casts without proper reduction and alignment. 
Open reduction with four Kirschner wires intro- 
duced October 28, 1948. Aeroplane splint applied 
for four weeks. Carried arm in sling three weeks. 
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Worked during Christmas holidays in Post Office. 
Entered college in January. Wire removed June 
16, 1949. 

Ce New 2 B.S. 
June 8, 1949. Admitted to hospital June 12, 1949, 


Injury in truck wreck, 


with hanging cast applied at another hospital. 
Fracture left humerus junction middle and lower 
third with overriding of fragments. Skeletal trac- 


tion applied by wire through olecranon. Could not 


reduce. Open reduction June 20, 1949, with intro- 
duction of 4 large Kirschner wires into medullary 
cavity. Arm in abduction in aeroplane splint for 


three weeks, and then sling with gradual resump- 
tion of function. Wires removed September 8, 
1949. Good union and good function. 


Case No. 3. D. P. Injury about right shoulder 
March 24, 1950, by fall from ladder on same day. 
Fracture surgical neck of humerus. 
for one week without reduction of fragments. Open 
reduction on March 29, 1950, with introduction of 


Hanging cast 


6 large Kirschner wires into medullary cavity. Ab- 
duction by aeroplane splint for three weeks and 
then sling. Wires removed June 13, 1950. Firm 
union with slight limitation of motion in shoulder 
to be worked out by patient. 


Case No. 4. A.B. Injured about right shoulder 
in a fall down the steps, December 10, 1950. Had 
an old hemiplegia involving right side. Had no 
treatment for shoulder before entering hospital 
December 24, 1950. X-rays indicated fracture of 
surgical neck of right humerus with medial dis- 
January 4, 1951, 
shoulder manipulated under general anesthesia in 
attempt to reduce fracture. Unable to reduce. 
Traction by Kirschner wire through olecranon for 
four days without reduction. Open reduction Jan- 
uary 9, 1951, with insertion of 6 Kirschner wires. 
Aeroplane splint applied for three weeks and then 
removed. Wires removed March 6, 1951. Union 
firm. Function of shoulder good except for hemi- 


placement of shaft on head. 


plegia. 
CONCLUSIONS 
After several attempts at reduction of 
fractures of the shaft of the humerus by 
hanging cast or traction, it is felt that open 
surgery with internal splinting is indicated. 
Due to conditions applying to this type of 
fracture, fixation by intramedullary intro- 
duction of multiple Kirschner wires affords 
a satisfactory method of treatment. 
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CLINICAL FEATURES OF ACUTE 
GASTROENTERITIS, PRESUMABLY 
VIRAL IN ETIOLOGY* 

S. GEORGE WOLFE, M. D. 
CLARENCE H. WEBB, M. D. 


SHREVEPORT 


The clinical entity of acute gastroenteri- 
tis, often epidemic in nature, prevailing 
during the winter season and characterized 
by explosive onset of incessant nausea and 
vomiting often followed by diarrhea and/or 
fever, is widely recognized and generally 
presumed to be viral in etiology. In the 
first “key” article on this subject, Rei- 
mann! in 1945 stated: 

“From the few reports of similar large and small 
outbreaks of a mild acute gastrointestinal disturb- 
ance observed in the United States and elsewhere 
one would gain the impression that it is an uncom- 
mon ‘new’ disease entity. It is almost certain, how- 
ever, that it is widespread, communicable, endemic, 
sporadic, and at times epidemic disease or group of 
diseases, apart from the known forms of dysentery 
and acute food poisoning, which because of its mild- 
ness usually passes unnoticed in the press of other 
problems”’. 

Experiences during the past six years 
would lead few general practitioners or 
pediatricians to disagree with this state- 
ment at the present time, despite the pau- 
city of clinical reports prior to ?* or since 
1945." 7 

A variety of names have been applied to 
this entity: hyperemesis hiemis or the win- 
ter vomiting disease (by Zahorsky? in one 
of the first clinical descriptions) ; epidemic 
vomiting disease of winter®; seasonal gas- 
troenteritis; intestinal grip (so-called) ; 
acute infectious gastroenteritis; Spencer’s 
disease; Hannover disease; and, among the 
laity in recent years, “intestinal flu” and 
“Virus X’’. 

Attempts to prove the viral etiology of 
this disorder have not been too rewarding. 
Reimann was unable to infect mice or 
calves but he and his co-workers” were ap- 
parently successful in infecting human 
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volunteers by inhalations of nebulized fil- 
trates of throat garglings and stools. Fifty- 
three per cent of these volunteers devel- 
oped typical symptoms of malaise, head- 
ache, abdominal discomfort, nausea, vomit- 
ing and diarrhea, as compared with 9 per 
cent of 240 controls in the same student 
body who developed the natural disease. In- 
gestion of serum or filtrates of garglings 
or stools and inhalation of nebulized serum 
did not produce attacks of the disease. The 
conclusion was suggested that the agent is 
filtrable, air borne, enters through the 
respiratory tract and is present in the oro- 
pharynx and stool, but not in the blood. 

Conversely, Gordon, Ingraham and 
Korns'’ were able to produce the typical 
symptoms, transmitted in series to volun- 
teers who ingested filtrates of stools and 
throat washings during a typical outbreak 
of gastroenteritis in New York State. In- 
halations of filtrates failed to infect the 
volunteers. Animal inoculations and at- 
tempts to propagate the virus on embryo- 
nated hen’s egg were unsuccessful. 

No virus had been demonstrated to at- 
tack the gastrointestinal tract primarily 
until the discovery of a virus in cats by 
Silva'! in 1940 and in calves by Baker” in 
1943. Buddingh and Dodd" isolated a fil- 
trable virus from infants with stomatitis 
and diarrhea in 1944. In recent years Light 
and Hodes'! have succeeded in isolating a 
viral agent from infants with diarrhea and 
transmitting the agent to calves, producing 
diarrhea in these animals—with one of the 
four strains of virus, 29 successive pas- 
sages in calves were accomplished. They 
had the opportunity of studying six epi- 
demics during the years 1941-42 in Balti- 
more and Washington, observing that the 
disease appeared to be a single clinical en- 
tity limited to infants under 6 weeks of 
age. Premature infants were more suscep- 
tible than full term babies, suggesting that 
the virus required immature tissue in 
which to grow, and therefore, differed 
from agents causing epidemic gastroenteri- 
tis among older individuals. Stomatitis did 
not occur and specific neutralizing anti- 
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bodies were demonstrated in the sera 0: re- 
covered infants and infected calves. 

These studies suggest the existence of a 
group of enterotropic viruses, periiaps 
opening a field of laboratory and clinical] 
investigation of as much importance as 
that pertaining to the newly recognized 
virus infections of the lungs. Reimann! 
states: 

“If the disease regarded as epidemic diarrhea, 
nausea and vomiting is responsible for periodic 
outbreaks as it seems to be in the United States, it 
outnumbers all other diarrheal diseases at times 
and the view of Hardy and Watts!* that Shigella 
dysenteriae infection is the most probable diagno- 
sis for acute endemic diarrhea does not always 
hold”. 

REPORT OF CASE SERIES 

We have reviewed from our records 
since 1945 the case histories of 200 infants 
and children who had _ illnesses which 
seemed to fall within the category of acute 
gastroenteritis, presumably viral in eti- 
ology. The diagnosis was essentially clin- 
ical, using as criteria the nature and dura- 
tion of the illness, occurrence during epi- 
demics which seemed typical, occurrence 
in sequence within a family or contact 
group, or by negative bacteriological study. 

Incidence. Of these 200 patients 161 have 
been observed in only one attack; the re- 
maining 39 have had two or more attacks, 
so that we have histories of 251 attacks of 
the illness occurring among the 200 during 
the past 10 years. This suggests either a 
lack of good immunity, or the presence of 
a group of viruses without cross immunity, 
or errors in diagnostic classification. 

With one exception all of these children 
were white; 103 were male, 97 female. The 
greatest age prevalence at time of the first 
known illness occurred at 1 to 5 years. Fif- 
teen were infants less than 6 months of 
age, 21 were 6 months to 1 year, 59 be- 
tween 1 and 2 years, 70 between 2 and 5 
years, and 35 were over 5 years of age. 

The season of greatest incidence in this 
group was during the winter and early 
spring months; 162 of the 251 episodes of 
illness occurred during the months of De- 
cember through March; only 33 during 
May through August. 

Twenty of the 200 patients were one of 
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two or more siblings who were attacked 
simultaneously or within a few days; 24 
others had a history of contact with 40 or 
more children and adults who are not in- 
cluded in the series but had a typical attack 
antecedent or subsequent to the patient’s 
illness. Indicated incubation periods varied 
from one day to one week; two to three 
days seemed typical. In some instances en- 
tire families were attacked; within one 
week after the onset of one child’s illness, 
5 children and 4 adults in three contact 
families developed typical symptoms. 

Symptomatology. The typical attack 
strikes explosively, at any time of day or 
night, with vomiting—or nausea followed 
shortly by vomiting—which continues in- 
cessantly for six to twelve hours. After the 
stomach is emptied, foamy mucus or 0c¢a- 
sionally bile is vomited, with frequent gag- 
ging and retching. Between times, the child 
is pale, may perspire and is usually drowsy. 
After twelve hours, vomiting is usually in- 
termittent for one to several days, prone 
to oceur if large amounts of liquids (par- 
ticularly milk) are taken. Fever and loose 
stools may begin during the initial stage, 
but more often after twelve to twenty-four 
hours; the inception of abdominal pain 
(cramping) or discomfort usually occurs 
on the second or third days, especially in 
the presence of loose stools. Diarrhea is 
seldom excessive, typically 2 to 6 loose or 
watery stools daily, offensive in odor, oc- 
casionally green or mucus-containing but 
rarely bloody. 

In the 127 instances in our series where 
initial symptoms were definitely listed, 
nausea and vomiting ushered in the attack 
in 99 cases; fever was the initial symptom 
in 12 instances, diarrhea in 10, abdominal 
pain in 4, and listlessness or anorexia in 2. 

The wide range of symptomatology is in- 
dicated by the symptoms recorded in the 
histories. These reflect the leading com- 
plaints recounted by the mothers or attend- 
ants and are not necessarily complete or 
accurate as indicators of incidence. The 
frequency of listed symptoms for the 251 
attacks is as follows: Nausea and vomiting, 
230; fever, 160; diarrhea or loose stools, 


134; abdominal pain, cramping or discom- 
fort, 86; anorexia, 31; listlessness or ma- 
laise, 15; pallor, 14; drowsiness, 8; fretful- 
ness, 8; dizziness, 7; pale-colored stools, 7; 
headache, 6; convulsions, 5; restlessness, 
4; coated tongue, 3; distention, 3; general- 
ized aching, 2; chilliness, 1; weakness, 1; 
fainting, 1; urticaria, 1; wild excitation, 
1; night sweats, 1. 

Many children recover rapidly, after 
twenty-four to seventy-two hours, except 
for anorexia, pallor or mild abdominal 
complaints. In other instances, the child 
may be so prostrated, toxic or dehydrated 
as to require hospitalization; or symptoms 
of intermittent vomiting, profound ano- 
rexia, loose stools and abdominal cramping 
may continue for one to several weeks. 
Relapses of vomiting, loose stools or fever 
often occur after an interval of several 
days to several weeks and some have had 
intermittent symptoms of anorexia or ab- 
dominal pains for months afterward. 

Physical Examination is seldom very 
revealing, except to exclude more serious 
illnesses, or in the presence of complica- 
tions. In our series, the pharynx was noted 
to have a dull red appearance in 29 in- 
stances; a generalized respiratory infec- 
tion was present in 22 cases; otitis media 
in 5; clinically marked dehydration was 
noted 12 times; the abdomen was distended 
in 3 instances, but more often was scaph- 
oid; other observations, consistent with the 
listed symptomatology, depended on the 
stage of the disease in which the child was 
seen, or the age of the patient (resistance, 
excitation, fretfulness, etc.). 

Laboratory Examinations. Sixty-eight 
blood counts taken from 65 patients demon- 
strated a wide variety of findings. Anemia 
was present in only a few instances, and 
evidences of hemoconcentration in several 
others. The total leukocyte counts varied 
from 2200 to 27,600 per cu. mm.; however, 
only 16 of the 68 counts exceeded 10,000, 
while 31 were less than 7,000. In 65 dif- 
ferential counts, wide variations were also 
observed; neutrophiles exceeded lympho- 
cytes in 39 instances, were less in 24 and 
equal in 2. There was no consistent trend 
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of association between leukocytosis and pre- 
ponderance of neutrophiles or lymphocytes, 
nor of association af atypical lymphocytes 
with high or low counts. 

Atypical or “Beta” lymphocytes were 
seen in 26 (40 per cent) of the 65 differen- 
tial studies, varying from occasional or few 
to as many as 20 per cent of the lympho- 
cytes. These atypical cells are similar to 
those found in rubella, rubeola, infectious 
hepatitis and several other viral infections, 
larger than the usual lymphocyte, with in- 
dented or horseshoe-shaped nucleus, clump- 
ing or vacuolization of nuclear chromatin 
and vacuoles or azure-staining granules in 
the cytoplasm. 

Urinalyses from 50 patients evidenced a 
trace to 1 plus albumin in 11, 1 to 4 plus 
acetone in 15, bile or bilirubin in 10, pyuria 
in 3, casts in 3 and erythrocytes in 1. Stool 
examinations for amebic trophozoites or 
cysts, and stool cultures for pathogens were 
made in 19 instances. All were negative, 
except for hookworm ova in one specimen. 
Carbon dioxide combining power determi- 
nations, studies of nitrogen retention and 
liver function tests were done in too few 
instances to be significant in a series study, 
and generally related to more acutely ill 
and hospitalized patients. 


DIAGNOSIS—CLINICAL VARIATIONS AND 


COMPLICATIONS 

The varied clinical picture, the occur- 
rence during the season when many other 
contagions are prevalent, and the impossi- 
bility of demonstrating a specific etiologic 
agent make for diagnostic difficulties and, 
indeed, pose problems in distinguishing be- 
tween atypical manifestations of this en- 
tity and the presence of complications or 
concomitant diseases. 

The gastrointestinal manifestations, for 
example, may be confused with appendi- 
citis, mesenteric lymphadenitis, intussus- 
ception or other obstructive diseases. Ap- 
pendicitis may usually be differentiated by 
the predominance of cramping pain over 
other symptoms, especially at the onset; 
early appearance of fever; infrequent 
early appearance of fever; infrequent vom- 
iting as compared with the incessant vomit- 
ing of viral gastroenteritis; advent of local- 
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izing abdominal findings; and laboratory 
with eu- 
trophilia. Eighteen children whom we hi:ive 


demonstration of leukocytosis 


seen with acute appendicitis during recent 
vears had leukocyte counts above 10,000 in 
all but 2 instances; all had relatively high 
neutrophile percentage. Yet we know that 
occasionally this disease is atypical, espe- 
cially in younger children; we have already 
noted that viral gastroenteritis may bevin 
with pain and fever instead of vomiting. 
On a number of occasions it has been neces- 
sary to hospitalize children and observe 
them carefully before a definitive diagnosis 
could be made; most of them had gastro- 
enteritis, but 2 developed localized tight- 
ness and tenderness within twenty-four 
hours and acutely inflamed appendices were 
removed. Another had pain, fever, occa- 
sional vomiting, leukocytosis and question- 
albe tenderness over the right lower quad- 
rant. Operation was elected; a normal ap- 
pendix was found, but the mesenteric glands 
were very large, with increased local vascu- 
larity. Conversely, a physician’s son, ex- 
posed to relatives with symptoms of viral 
gastroenteritis during an epidemic season, 
was hospitalized because of early abdominal 
pain with excessive vomiting and subse- 
quent fever. He was watched closely by 
several physicians; on the fifth day, after 
subsidence of most symptoms, rebound ten- 
derness developed as the first definite evi- 
dence of appendicitis. A baby of six 
months, examined on the third day of ill- 
ness, had onset of incessant vomiting for 
one night, fever and loose stools the next 
day, and small amounts of blood in several 
loose stools on the third day. Vomiting had 
ceased, the temperature was normal, ab- 
dominal and rectal examinations were un- 
revealing, and atypical lymphocytes were 
present in the blood smears. However, 
fluoroscopic examination with barium 
enema demonstrated the typical crescent of 
intussusception in the transverse colon; it 
reduced easily without manipulation during 
the examination. It seems likely that the 
last 3 patients all had viral gastroenteritis, 
with mesenteric adenitis, appendicitis, and 
intussusception as complications, 

















In 3 instances, during epidemics of this 
disease, children with mumps have suddenly 
developed vomiting, abdominal pain, and 
rise of temperature. The clinical differen- 
tiation betwen gastroenteritis and mumps 
pancreatitis may be difficult under these 
circumstances. 

Dysentery of bacterial or amebic causa- 
tion needs to be differentiated because of 
the specific therapy available. Suspicious 
symptoms of excessive, bloody, or prolonged 
diarrhea, prostration, prolonged fever or 
dehydration require careful laboratory 
work or, if necessary, therapeutic trial. 

Acholic stools, prolonged anorexia, and 
vague abdominal complaints in some of 
our patients suggested possible mild he- 
patic involvement, especially when the urine 
contained bile or bilirubin. Clinical icterus 
has not been observed, and the Hanger floc- 
culation test in several instances was nega- 
tive or mildly positive. One should not be 
surprised to observe that mild hepatitis may 
be caused by some of these enterotropic 
viruses, and differentiation from nonicteric 
infectious hepatitis is clinically impossible, 
depending altogether upon virus laboratory 
studies. 

Respiratory manifestations may _ be 
purely concomitant, especially otitis media 
or generalized respiratory infection. How- 
ever, localized pharyngitis or nasopharyn- 
gitis may well result from the disease, in 
view of evidences of respiratory transmis- 
sion of the virus. 

Indications of central nervous system in- 
volvement are sufficiently numerous to 
suggest that the viral agent (or agents), 
although primarily enterotropic, is to a 
lesser degree neurotropic. Witness the ob- 
served symptoms: headache, dizziness, pal- 
lor without anemia, malaise, listlessness, 
restlessness, drowsiness, fainting, and ex- 
citation. Some of these undoubtedly may 
be produced by secondary chemical changes, 
but often they occur early and without evi- 
dences of ketosis or other marked metabolic 
alterations. The precipitate onset of vomit- 
ing may be central in origin, especially 
since relief is sometimes effected by seda- 
tion or dimenhydrinate (Dramamine) ad- 
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ministration. Five of our patients had con- 
vulsions without excessive hyperpyrexia, 
and it is a common clinical observation that 
small children are more likely to have con- 
vulsions early in gastrointestinal infec- 
tions, even without high fever, than in many 
other infectious processes. 


The possibility that the virus or viruses 
of gastroenteritis may not only produce 
neurotoxins, but may actually invade the 
central nervous system to produce encepha- 
litis, occurs to us as a result of studying 6 
infants and children who developed encepha- 
litis in apparent association with acute gas- 
troenteritis. All 6, whose ages varied from 
13 months to 7 years, became suddenly ill 
with vomiting, then fever (102-105 degrees 
C.). Five of the six patients had convul- 
sive seizures within one hour to three days 
of the onset; the sixth child became drowsy 
on the third day, then demonstrated nystag- 
mus and external ophthalmoplegia. Four 
of them passed loose, offensive stools; 3 
were known to have had direct contact with 
one or more members of their family who 
within the previous week had typical at- 
tacks of acute gastroenteritis. Three had 
spinal fluid pleocytosis, with 28, 70 and 130 
cells per cu.mm. From the second of these, 
who had a typical gastroenteritis for three 
days before convulsions supervened, sam- 
ples of spinal fluid, blood (acute and con- 
valescent), throat washings and stool were 
submitted to the U. S. Public Health Virus 
Laboratory at Montgomery, Alabama. None 
of the viruses known to produce acute en- 
cephalitis could be demonstrated. Of the 
three children whose spinal fluid cytology 
was normal, 2 recovered with residua, uni- 
lateral facial paralysis in one instance, par- 
tial hemiplegia in the other. The final 
child, the youngest of the six and the only 
fatality, died on the third day of illness. At 
autopsy, the brain was edematous, with in- 
jection of cortical vessels and a few pete- 
chial hemorrhages. Microscopic sections 
showed fragmentation of cortical cells and 
lymphocytic infiltration. 

While we recognize the fact that known 
neurotropic viruses—that of poliomyelitis, 
for example—may produce gastrointestinal 
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disturbances, the above recounted cases 
suggest the reverse. This possibility will be 
susceptible to proof only after isolation of 
the responsible agents. 

Cyclic vomiting, gastrointestinal allergy, 
and gastrointestinal epileptic equivalents 
offer problems of differentiation from re- 
current attacks of gastroenteritis. Time 
and careful study is usually required. 

TREATMENT 

During the initial stage of vomiting most 
of the patients in this series were treated by 
administration of sedatives and limitation 
of intake strictly to water and carbonated 
drinks given in spoonful amounts at fre- 
quent intervals. In the absence of diarrhea, 
sedation and fluids may be given by rectal 
administration. We must only warn that 
mothers must be specifically instructed 
when to use barbiturates by suppository, as 
we have seen severe depression result from 
indiscriminate usage. 

Since Bradley’s® report on the exclusive 
use of coca-cola syrup, given in small 
amounts frequently until vomiting ceases, 
this method has enjoyed considerable vogue. 
More recently'® he has reported almost 
miraculous results in this and other types of 
vomiting from the use of a carbohydrate- 
phosphoric acid solution (emetrol). Our 
experience with emetrol is too meager to 
permit conclusions, but it is fair to state 
that our results have been less striking. 
Likewise the use of dimenhydrinate (Dram- 
amine) in this type of vomiting must be 
subjected to further trial, although it seems 
to produce dramatic results in control of 
from motion ‘sickness and other 
vestibular disturbances.'* 


nausea 


Dehydration, ketosis or other manifest 
chemical imbalance must be overcome by 
appropriate parenteral therapy. The ad- 
ministration of intravenous dextrose solu- 
tion often has a rapidly salutary effect on 
vomiting. 

It is our belief that, once vomiting has 
checked, the giving of easily digested foods 
regardless of diarrhea is preferable to star- 
vation regimes. Chung'!* among others has 
shown that the larger the intake of foods, 
the greater the absorption, regardless of the 


WOLFE, WEBB—Acute Gustroenteritis Presumably Viral in Etiology 


severity of the diarrhea. Highly antig« nic 
foodstuffs should be withheld during ny 
upset, and it has been our observation that 
milk may not be tolerated very well fcr a 
few days. It might be appropriate to re- 
call that Park,'’ a quarter of a century .go 
said, “The habit of starving an infant just 
because he has frequent stools is fallacious 
and gives rise to disastrous results’’. 
CONCLUSIONS 

1. A type of gastroenteritis, presum- 
ably of viral etiology and often epidemic in 
nature during the winter season, character- 
ized by explosive onset with vomiting, fol- 
lowed by fever and diarrhea, has 
widely prevalent. 

2. The clinical features noted during 
251 attacks in 200 infants and children 
which seemed to fit into this entity, have 
been reviewed. 

3. Laboratory findings of significance 
are: 

(a) A tendency to normal or low leuko- 
cyte counts. 

(b) Presence of atypical lymphocytes 
in 40 per cent of the hemograms. 

(c) Negative bacteriology from 
cultures. 

4. Although primarily enterotropic, the 
etiologic agent gives evidences of involving 
the nervous, respiratory, and hepatic sys- 
tems at times. 

5. Treatment has been symptomatic; 
therapy with emetrol and dramamine must 
be subjected to further clinical trial. 


been 


stool 
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PREMALIGNANT LESIONS OF THE 
COLON 
JOSEPH H. McCORMICK, JR., M. D. 
NEW ORLEANS 

Improvement in diagnostic facilities and 
surgical therapy, notably in the field of 
preoperative and postoperative care, has 
led to gratifying results in the management 
of malignant lesions of the colon. These 
lesions offer the best prognosis of any of 
the malignant lesions of the gastrointestinal 
tract. This improvement has come about 
without any lessening of the time interval 
between the onset of symptoms and the es- 
tablishment of the diagnosis of cancer. The 
usual time interval from the onset of symp- 
toms to the time of definitive surgical ther- 
apy is an average of approximately nine 
months.! 

This time lag could be reduced materially 
if physicians who came in contact with the 
disease would adopt a suspicious attitude 
toward vague symptoms of the gastrointes- 
tinal tract to the point of investigating 
these complaints by means of the proper 
The entire colon can easily 
be reached through x-ray visualization, sig- 
moidoscopie study, and digital examination. 
It is also important for the physician to be 
constantly searching for and removing the 
known premalignant lesions of the colon. It 
is the latter phase of this problem concern- 
ing us in this presentation. 


diagnostic tools. 


279 


FAMILIAL POLYPOSIS 

Of all the premalignant lesions affecting 
the colon probably the best known is the 
curious disease of familial polyposis. This 
disease is quite dramatic, occurring in the 
younger element of the population and al- 
most invariably leading to carcinoma of the 
colon. Studies’ on this disease indicate that 
at least half of them present in the first two 
decades of life and almost three-fourths oc- 
cur in males. In over a third of the cases a 
definite family history of carcinoma of the 
colon or multiple adenomatosis can be ob- 
tained. 

The majority of these patients present 
with blood in their stools while less common 
symptoms are diarrhea, vague abdominal 
pain, and rarely the actual protrusion of a 
rectal polyp. 

-athologically the polyps are character- 
istically distributed throughout the entire 
colon but the right colon may be free of in- 
volvement. The left colon and rectum rarely 
escape involvement. Of interest is the ob- 
servation that in the presence of a history 
of familial predisposition, polyps are more 
likely to involve the entire extent of the 
colon. 

Polyps of every conceivable variety, rang- 
ing from extremely small almost micro- 
scopic to huge pedunculated tumors, are ob- 
served in these colons. The true adenoma- 
tous or neoplastic character of these polyps 
is a constant finding and carcinomatous 
changes are seen in almost 80 per cent of 
cases. 

In view of the above finding, multiple 
familial polyposis of the colon must be 
treated as potential, if not actual, cancer 
and radical surgical therapy is certainly 
justifiable. 

PSEUDOPOLYPOSIS 

In chronic ulcerative colitis, in response 
to repeated ulcerations and_ epithelial 
growth a pseudopolyposis develops, which is 
believed to be fundamentally different from 
the neoplastic polyp. This epithelial pro- 
liferation is a response to repeated inflam- 
matory stimuli. Warren* states that he has 
never observed these polypoid changes to 
progress to a malignant stage. Bargen on 
the other hand has published statistical data 
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indicating that the incidence of carcinoma 
of the colon is significantly higher in pa- 
tients with long standing chronic ulcerative 
colitis. The problem of the relation of 
ulcerative colitis to carcinoma is not settied 
but we would probably be wise to watch 
with caution patients suffering with the 
disease. 
THE ADENOMATOUS POLYDP 

The last and by far the most important 
premalignant lesion of the colon is the sin- 
gle adenomatous polyp. This is a common 
lesion as indicated by Helwig’s' study of 
autopsy material. He found that almost 10 
per cent of 1460 consecutive cases had one 
or more adenomatous polyps. The majority 
of these polyps were found in the rectosig- 
moid region and their general location cor- 
responds roughly to the sites of carcinoma 
of the colon found in other studies. 

It may be worthy of mention at this point 
that other benign tumors of the colon may 
form polypoid masses and must be differ- 
entiated from true adenomatous polyps. 
The more common of these include lipomas, 
leiomyomas, angiomas, and neurofibromas. 
No conclusive evidence that these lesions 
are premalignant is at hand. 

Histologically the structure of adenoma- 
tous polyps may vary widely but a fairly 
typical polyp could be described as an epi- 
thelium covered stalk of connective tissue, 
moderately vascularized and may contain a 
muscularis mucosa continuous with that of 
the intestinal wall. The stalk may be thin 
and straight or possibly multiple adjacent 
stalks may make up a single polyp. The 
covering epithelium ranges from the normal 
of the large intestine to irregular, variable 
glands with cells of various sizes frequently 
containing hyperchromatic atypical nuclei 
and mitotic figures. The amount of mu- 
cous secretion varies greatly and goblet cells 
may at times be completely absent. These 
polyps are usually devoid of any inflamma- 
tory reaction. 

Microscopically it is sometimes difficult 
to determine the presence or absence of ma- 
lignant change in these polyps. While a 
fully developed carcinoma is not difficult 
to recognize, the transitional forms are dif- 
ficult to classify. Of the three important 
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criteria of malignancy, anaplasia, irrecu- 
larity of architecture and invasion, it is 
necessary to have at least two of these fac- 
tors present before making a definitive 
diagnosis of a malignant growth. It is pos- 
sible for any one of these three criteria to 
be present without an actual malignant 
growth with one exception—lymphatic or 
vascular invasion. It is important from the 
pathologist’s standpoint, therefore, to re- 
ceive the entire polyp with its stalk in good 
condition for an intelligent examination. 

In view of the presence of a large per- 
centage of the polypoid lesion of the colon 
and almost three-fourths of the malignant 
lesions of the colon within range of the sig- 
moidoscope, the importance of the intelli- 
gent use of this valuable diagnostic and 
therapeutic instrument is self evident. 

SUMMARY 

In summary, this review has attempted 
to discuss some of the more common and 
better understood premalignant lesions of 
the colon with the hope that wider recogni- 
tion of these lesions may lead to earlier di- 
agnosis and therapy of malignant lesions 
of the colon. 
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INTRODUCTION 
In its early days petroleum refining was 
concerned mainly with the production of 


motor fuels, kerosenes, lubricants, and 
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paraifines from crude oils. In that period 
occupational skin diseases in the refinery 
employees, while not infrequent, were for 
the most part manifested as oil acne, wax 
boils and paraffine papillomata. Recent 
years have seen a great expansion of the 
manufacturing processes into the allied 
chemical fields and the production of nu- 
merous types of soivents and specialty prod- 
ucts. With the changes in manufactured 
products and the changes in the working en- 
vironments there has been a more frequent 
appearance of other types of skin lesions. 

The skin in its normal state, through the 
protective action of the horny layer and the 
secretions of the pilosebaceous system, con- 
stitutes a defense against external irritants. 
In the petroleum industry the employees 
are prone to use on their skin various sol- 
vents and alkaline cleansing agents with 
abrasive scrubbers that reduce the effica- 
ciousness of these natural barriers, thus 
rendering the skin more susceptible to ex- 
ternal irritants. The skin is also a rather 
individualistic organ and reacts to irrita- 
tion differently in different individuals. 
We, therefore, have been able to recognize 
some predisposition to dermatoses of envir- 
onmental origin. 

PREDISPOSING CAUSES 

1. Race—The negroid skin is less suscep- 
tible than white skin to dermatitis from 
tars, solvents, and the actinic rays. The 
ill effects of actinic rays are increased in 
the presence of irritant tars. The thin dry 
skin found in certain white individuals is 
much more susceptible to the actions of 
tars, actinic rays—the defatting action of 
solvents, and the alkalines present in the 
majority of cleansing agents. 

2. Perspiration—Where high tempera- 
tures are a necessity those who perspire 
freely are most susceptible to irritating 
solids, mists, and vapors. Excessive per- 
spiration together with friction, macerates 
the horny layer of the skin making the skin 
more permeable to external irritants and 
more susceptible to the coccigenic and my- 
cotic infections. 

Season—Those dermatoses that are 
precipitated or aggravated by perspiration 
are more prevalent in the warmer months, 


while those due to defatting of the skin 
from solvents and alkalis are more preva- 
lent in the colder months. 

4. Age—Young and new workers are 

more frequently affected with the acute 
occupational dermatoses. Chronic eczema- 
toid dermatitis is more frequent among the 
older workers. 
_ §. Diet—Food, drink and medications 
may increase susceptibility by influencing 
the Ph of the skin. Vitamin deficiencies 
predispose to dermatoses. 

6. Personal Hygiene—The most import- 
ant of the predisposing causes is poor per- 
sonal hygiene. The wearing of work clothes 
saturated with irritants and improper 
cleansing of the skin are important pre- 
disposing causes; however, the injudicious 
use of solvents and harsh cleansing agents 
accounts for its part of occupational skin 
disease. 

7. Emotional Factors—It is difficult to 
evaluate the role of emotional disturbances 
as predisposing to skin disease. Unstable 
and psychoneurotic patterns are commonly 
found in the dermatological patient and 
their skin abnormalities disappear with re- 
markable rapidity when the emotional fac- 
tors are adjusted. 

ETIOLOGY 

The actual cause of the majority of occu- 
pational skin diseases can for convenience 
be divided into three causes. It would be 
understood that any one or combination of 
these causes may be present in a single 
case: 

1. Mechanical causes — Cuts, bruises, 
abrasions, pressure, and friction of the skin 
may provide a portal of entry for bacteria, 
fungi, and irritants. 

2. Physical causes — Temperature, hu- 
midity, ionizing radiation, infrared and ul- 
traviolet radiation are the important physi- 
cal agents that may cause alteration of nor- 
mal skin physiology and resuit in dermato- 
logical problems both acute and chronic. 

The working conditions of the modern 
petroleum refinery reduce exposure to ex- 
cessive heat to infrequent intervals. The 
severe heat exposures of the old coke days 
are gone, but we still ponder as to the pos- 
sibility of latent effects on the skin. 
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3. Chemical causes—The chemical cause 
may be one due to primary irritation or one 
acting as a sensitizer. 

The primary irritants have a direct chem- 
ical or physical action upon the skin, such 
as may be caused by the action of acids, 
alkalis, or the defatting agents. The first 
two of these usually provide no difficulty 
in etiology or treatment; however, the de- 
tatting agents are frequently overlooked, 
especially as the effect is usually of gradual 
onset, and the agent may have been used 
over such a period of time as to be dis- 
missed by the patient as innocuous. Indeed 
some of these solvents are used as agents 
tor cleansing of the skin. Also one must 
not forget that the use of harsh alkaline 
soaps may lead to the production of a pri- 
mary irritant type of dermatitis. 

The dermatitis from sensitizers requires 
more than one contact with the offending 
chemical. The initial contact with the chem- 
ical so conditions the skin that even though 
no visible changes are present subsequent 
contact with the same chemical after a pe- 
riod of incubation causes a dermatitis. Sight 
should not be lost of the fact that some pri- 
mary skin irritants may also cause a sensi- 
tization type of dermatitis. 

DIAGNOSIS 

The diagnosis of occupational skin dis- 
orders follows the lines of investigation for 
any dermatologic condition; however, added 
responsibility rests upon the physician, be- 
cause the diagnosis of an occupational skin 
disease often involves loss of time to the 
worker, loss of the worker’s service to the 
employer, and not infrequently a change 
in the worker’s occupation which may mean 
a reduction in pay. Modern industrial con- 
cerns welcome the information which may 
lead to the prevention of occupational dis- 
ease, yet hasty conclusions based merely 
upon the fact that a patient is employed 
within an industrial plant, lead to needless 
hardship upon the worker and loss of use- 
ful manpower. The importance of a close 
relationship between the industrial physi- 
cian and the private practitioner cannot be 
overstressed in an effort to arrive at a 
proper diagnosis, thus preventing any 
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avoidable hardship on the worker or ¢ n- 
ployer. 

The investigation of a dermatologi-a 
case is based upon a carefully taken his- 
tory, by the appearance of the lesions, the 
site or sites of involvement, and occasicn- 
ally, but not always, patch testing.' 


— 


The history must include not only details 
of work and possible exposures at work, but 
also home exposures, personal habits, hob- 
bies, and recreation. In some cases an «c- 
cupational cause of the eruption may be 
suspected, but there will not appear sufti- 
cient contact with the offending agent to 
explain the various sites which are involved. 
In such cases close questioning of the work- 
er will often explain the localization of the 
eruption to such sites. Co-existing or pre- 
existing skin disorders may be present or 
may be the underlying cause of the specific 
skin condition. Diseases predisposing or 
causing skin disorders, such as diabetes, 
and lues, must be ruled out. 

The physical examination should be per- 
formed with the patient stripped. Careful 
attention is directed to the distribution of 
the lesions. Occupational dermatitis usual- 
iy begins on the exposed parts—hands, fore- 
arms and neck. Sites of rubbing by the 
clothing as the wrist, neck, beltline, and 
ankles may be especially significant. 





While the refinery physician sees many 
dermatoses his most common occupational 
problems are presented by four skin con- 
ditions; namely, acne and folliculitis from 
oils, the so-called wax boils from unrefined 
waxes, the defatting and drying action of 
solvents, and the sensitization reactions. In- 
dustrial oils, depending upon their composi- 
tion, can cause burning of the skin by their 
irritating and defatting action, and also, 
eczematoid lesions, but the most frequent 
problem with which we are concerned is 
the acneform lesions. These lesions are 
caused by the blocking of the pilosebaceous 
orifices and are probably entirely mechani- 
cal in action with secondary bacterial in- 
vasion. The lesions usually appear as mul- 
tiple small papules with a purulent, point- 
ing center. They often involve the hairy 
areas and are actually a folliculitis. The 
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most frequently involved areas are the ex- 
tensor aspect of the forearms, the anterior 
surface of the thighs, and the buttocks in 
the individual who wears oil contaminated 
clothing. The insoluble oils are the chief 
offenders in causing acne and folliculitis. 

Wax boils, a common dermatologic prob- 
len: in the past, are rapidly disappearing 
from the modern refinery which has insti- 
tuted a program of protective clothing and 
cleansing facilities. They are probably 
caused by a combination of mechanical 
blocking of the pilosebaceous orifices and a 
specific irritation produced by unrefined 
wax. The sites of eruption are always in 
the areas of greatest contact, chiefly the 
scrotum, inguinal regions, thighs, lateral 
aspect of the abdomen, and forearms. They 
appear as large purulent lesions, sometimes 
of great depth, often with a relatively small 
degree of surrounding inflammation. They 
have a tendency to great chronicity and heal 
with a great amount of scarring. 

The dermatitis seen from contact with 
solvents such as varsol, kerosene, petroleum 
ether, and others is, as has been mentioned, 
usually of gradual onset. These patients 
will present a picture of red, roughened, 
scaling skin, later progressing to fissures. 
These breaks in the skin provide means of 
entry of primary sensitizing irritants, as 
well as causative organisms of coccigenic 
and fungus infections. 

Sensitization dermatitis usually presents 
the greatest problems of diagnosis, and of 
treatment. They usually begin as super- 
ficial papules or vesicles and may become 
pustular. These rupture easily and produce 
a moist, raw oozing, edematous patch, which 
because of its annular appearance is often 
mistaken for fungus infection. New vesicles 
and pustules develop peripherally and may 
coalesce to form extensive irregular areas 
with a profuse thin, serous, or seropurulent 
discharge. In a later stage the lesions 
usually become dry and scaly, and the sur- 
face cracks showing raw exudative lesions. 

The patient suspected of a sensitization 
dermatitis presents several problems to the 
physician. The first is whether to remove 
him from the work environment. In mak- 


ing this decision the history is the most im- 
portant factor. Here the criteria for diag- 
nosis of an occupational dermatosis, as for- 
mulated by the Committee on Industrial 
Dermatoses,” will be of great aid to the 
physician : 
1. Is the site of greatest exposure the 
site involved at the onset? 
2. Is the site of the greatest skin in- 
volvement the site of maximum ex- 
posure? 
3. Have other fellow workers suffered 
from similar eruptions? 
4. Does the suspected causative agent 
produce eruptions of this type? 
5. Is the occupation one in which similar 
cases have been observed? 
Is the time relationship between ex- 
posure and onset of the eruption cor- 
rect? 
Is there any history of outside ex- 
posure to other irritants? 
8. Are the cutaneous lesions present con- 
sistent with those known to have fol- 
lowed a similar exposure? 


> 


J 


If the employee is new on his job, and 
therefore, only recently exposed to the sus- 
pected vgent, it is often best to continue 
him on his regular work, while employing 
mild ointments and protective clothing as 
a certain percentage of workers will develop 
an immunity to the sensitizing material. 

Failing in the above or in severe cases, 
it is best to remove the worker from his 
usual work environment. If the worker’s 
dermatitis clears while not exposed, and the 
condition recurs upon return to work, and 
he meets the other criteria for an occupa- 
tional dermatosis, then there is little doubt 
as to the origin of the eruption; however, 
the exact etiological agent is often still un- 
determined. When this is the case, the patch 
test may be of use. The patch test, when 
used with suitable controls, and when posi- 
tive, indicates a definite sensitivity to the 
material tested. Care should be used to em- 
ploy suitable dilutions of the suspected ma- 
terial to prevent severe reactions. A nega- 
tive test does not rule out occupation as the 
cause of the dermatitis, but may mean only 
that the etiologic agent has not been found, 








284 


or that the patch test does not approximate 
the working conditions. 
TREATMENT 

Most cases of industrial dermatitis are 
mild and occur in new workers, and as men- 
tioned previously, the use of nonirritating 
protective creams, ointments, and protec- 
tive clothing will usually be sufficient to 
keep the worker on the job until the derma- 
titis has cleared, usually a matter of several 
weeks. If the dermatitis does not clear un- 
der this treatment, the worker should be 
removed from the job. This should, and 
usually does, result in recovery. If recov- 
ery does not occur after a reasonably long 
period away from work (six weeks to two 
months), the cause of the dermatitis must 
be sought elsewhere than in his occupation. 

Workers with extensive severe dermatitis 
should be removed from their work and 
treated with wet dressings until the acute 
symptoms have subsided. 

Dressings can be used as compresses of 
Burrow’s solution 1:20 or saturated solu- 
tion of boric acid. After the acute symp- 
toms have subsided soothing ointments, 
such as zine oxide or boric acid ointment 
may be used. 

Lotions or ointments containing irritant 
or stimulating drugs should be used only 
on chronic cases and only after carefully 
considering the possibility of irritating an 
already inflamed skin. There is no reason 
for the use of sulfonamide drugs or anti- 
biotics, unless the dermatitis is complicated 
by bacterial infection. Minor eruptions 
may be converted into serious ones by such 
treatment. Analgesic agents, such as phe- 
nols, benzocaine, and menthol, should be 
used with caution for they are well known 
sensitizers. Itching may be relieved by use 
of warm baths containing bran, oatmeal, or 
cornstarch. The antihistamines have not 
given the expected results in allaying pru- 
ritis in industrial dermatoses, but when 
other measures have failed, they may be 
safely used. 

PROPHYLAXIS 

The prevention of industrial dermatitis 
has received a great deal of justifiable at- 
tention and has reduced the incidence of 
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occurence greatly. Numerous prevent:ve 
methods are employed; however, the best 
measures are those that prevent contact of 
potential irritants with the skin. These 
are industrial hygiene engineering control 
measures, such as totally €nclosed processes, 
ventilation of work rooms, and special ex- 
haust vents to carry away irritating gases, 
vapors, and dusts. 

Cleanliness is the most effective personal 
protection. This includes cleanliness of the 
skin, clothing, and environment. Enough 
should that the 
workers may shower and change to street 
clothing after each shift. Mild nonalkaline 
cleansing agents without abrasive scrubbers 


showers be available, so 


are recommended. 

Protective work clothing may be designed 
to prevent irritants from touching the skin. 
The type of clothing depends on the type 
of irritant from which the worker is to be 
protected. For example it is not sufficient 
to say that rubber or plastic will prevent 
skin contact with oil because some plastics 
absorb oil and some rubber dissolves in oil. 
Many oils have different characteristics and 
each protective program must be studied 
as an individual problem. The inhibitors 
and anti-oxidants used in some synthetic 
materials may prove to be skin irritants 
to certain individuals. Protective foot gear 
has also been known to cause a dermatitis 
from the glue, the dye or even the leather 
or rubber materials in the shoes. 

Protective creams, ointments or lotions, 
depending on the type of irritant, have their 
advocates. The actual good they do is de- 
batable, but they are worthy of a trial, as 
the worker will not leave the job without 
first removing the protective application, 
thus assuring the removal of the irritant 
from the skin and avoiding further contact 
with the irritant in question. 
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THE PREVENTION AND CONTROL OF 
NARCOTIC ADDICTION 

In recent months the public’s attention 
has been sharply drawn to the problem of 
narcotic addiction. This came about through 
investigations of Congressional committees, 
special investigations in New York and 
Chicago, and articles in the public press in 
which narcotic addiction was featured as a 
problem or as a news item. Medical inter- 
est is presently increased in the subject by 
articles from the Washington office of the 
American Medical Association,' the United 
States Commissioner of Narcotics,* and by 
interested psychiatrists who have discussed 
the problem lucidly in medical literature. 


It is clear that the problem has three as- 
pects, which will be briefly discussed. These 
are 

1. Supply 

2. Enforcement 

3. The individual problem of moral re- 

sponsibility 


Addiction is currently high, not record 
high. There has apparently been a sharp up- 
surge in addiction since the sharp limita- 
tion of supply during the war. Addiction 
is greater in cities than in rural areas. The 
worst cities in this respect are listed by the 
Narcotics Bureau as New York, Philadel- 
phia, Baltimore, Washington, D. C., De- 
troit, Chicago, and New Orleans. It is stated 
that in World War I the Army rejected 1 
man in 1500 as an addict; in World War II, 
1 in 10,000. The estimated current rate for 
the entire adult population is about 1 in 
5000. It is also estimated that a quarter 
billion dollars a year are spent for illicit 
narcotics. When the supply is rigidly con- 
trolled there is no addiction. Obviously, 
rigid control is a theoretical state. The 
great problem is international oversupply, 
principally of opium, in which the world’s 
legitimate needs call for an average of 450 
tons annually, while production is in excess 
of 2000 tons annually. Producers in Asia, 
manufacturers in the Mediterranean Basin, 
sell their product both in legitimate chan- 
nels and in the black market. Seamen and 
professional smugglers tap these black mar- 
kets, and by making proper contacts at 
both ends, can make fortunes in a few trips. 
Strenuous efforts have been made, at one 
time through various international contacts, 
and more recently, through an internation- 
al body known as the Permanent Central 
Opium Board of eight impartial members. 
The authority of this board is theoretically 
what the members derive from their gov- 
ernments and this extends to legitimate 
trade. It is hoped that the influence of the 
board will control both the production and 
the manufacture, which, of course, is an 

‘Connery, George E.: Control of narcotic addic- 
tion, J. A. M. A. 147:1162, (Nov. 17) 1951. 

“Anslinger, Harry J.: Control of the traffic in 
narcotic drugs, Merck Report, 60:33, (Oct.) 1951. 
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ideal yet to be attained. The nations with 
the greatest oversupply of narcotics are 
Italy, Greece, Iran, India, and China; Mex- 
ico is the largest source of supply of smug- 
gled marijuana. Turkey has a control law 
but that country remains the major source 
of heroin smuggled into the United States. 
China’s production is far in excess of her 
needs and she is reported to be attempting 
to unload 500 tons of opium on the world 
market. 

In regard to the second aspect of the con- 
trol problem, elaborate regulations exist 
for this purpose. They are based on the 
Harrison Narcotic Act and subsequent acts, 
which are incorporated in the Internal Rev- 
eune Code. These laws have been uniform- 
ly sustained by Courts and provide the 
basis for governmental control in this coun- 
try. They are supplemented by a uniform 
state law, which has been enacted by 42 
states. Such a law enables local authorities 
to effect an enforcement and prevention of 
narcotic addiction. It is apparent, however, 
that local authorities are not as active in 
the matter as the situation should require, 
and most of the enforcement falls upon the 
Narcotics Bureau which actually has a staff 
20 per cent smaller than it had a number of 
years ago, consisting of 188. In 1930, this 
staff consisted of 250. In spite of this limi- 
tation of personnel, the Bureau accounts 
for 10 per cent of Federal convictions of 
all kinds, with only 2 per cent of Federal en- 
forcement personnel. With a larger budget 
and increased personnel, more adequate 
control could be kept on smuggling. 
interest in 
control 


Present 
cotic 


the matter of nar- 
resulted in an in- 
crease in the schedule of prison sentences: 
the first offense not less than two and not 
more than five years, the second offense, 
not less than five or more than ten, the 
third not less than ten or more than twenty. 
It is stated that at one time a Federal judge 
in New Orleans generally gave a year and 
a day, while a Federal judge in Memphis 
gave five to eighteen years sentence. It is 
reported that traffic ceased immediately in 
Memphis and continued to flourish in New 
Orleans. 


laws has 


Editorial 


Another aspect of control, which has re- 
ceived much comment in the public press, 
and which is regarded as fundamentilly 
different by competent students of the s \b- 
ject, is the improper use of barbiturates. It 
is felt currently that this should be kept 
separate from the control of narcotic addic- 
tion, which in substance refers to the prod- 
ucts derived from opium, cocaine and Cii- 
nabis Indica. 

The third aspect of control, which is more 
fundamental but less easily defined, is that 
of the training of the individual. Cumula- 
tive experience shows that young addicts 
do not come out of good families. Harry J. 
Anslinger, the United States Commissioner 
of Narcotics, puts the blame for juvenile 
addiction on the parents. He says the prob- 
lem results from the “‘absence of a mora! 
quality in too many American homes.” 
Opinion is divided as to whether the nar- 
cotic problem should be presented in 
schools, the propaganda agencies, religious 
organizations, and service clubs. There is a 
strong feeling that drawing attention to 
narcotic addiction will incite an interest in 
“something new”. All agree on the value of 
instruction for adults. They all agree that 
development of the moral character should 
begin in the home. There is considerab| 
disagreement as to where and when this 
type of instruction should be supplemented. 
A substantial part of youth believes only 
what it learns for itself. This part of yout! 
might become less venturesome, and less 
likely to experiment in the field of narcotics 
if the same truths which were taught in 
the home were presented by responsible 
sources outside of the home. 

The problem of addiction among physi- 
cians illustrates the fundamental difficul- 
ties of control even when knowledge is ade- 
quate. With apologies to a better poet, it 
can truthfully be said, 

“Addiction is a monster of so fearful a mien 

As to be hated, needs but to be seen, 

But seen too oft, familiar with his face 

First the unwary physician pities, then 
endures, then embraces.” 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 


ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


LOUISIANA ELECTIONS 1. The nationalization of medicine and 
the welfare state. 


1 


( candidates for state 


fecling and policy of these candidates in re- 
gard to matters of vital interest and con- 
cern to the medical profession the Commit- 


tee on Public Policy and 


senator (194); requesting a statement on 


the following matters: 


NAME OF CANDIDATE 
HALE BOGGS 


WILLIAM J. DODD 


LUCILE MAY GRACE 


ROBERT F. KENNON 
DUDLEY J. LEBLANC 


JAMES McLEMORE 


CARLOS G. SPAHT 


offices, senators 

members of the House of Representa- 
tives of the Louisiana Legislature will be 
held on January 15. In order to ascertain 


Legislation ad- 
dressed a letter to every candidate for gov- 
ernor (10); lieutenant governor (8) ; other 
state offices (17); representative (385); 


he first Democratic primary for vote 2. The chiropractic bill. 

Following are excerpts from replies re- 
ceived. It is possible that some of the can- 
didates have not been able to answer the 
inquiry sent them prior to publication of 
this issue of the Journal and when addition- 
al replies are received they will be kept in 
the office of the Society for reference. If 
any member is desirous of securing addi- 
tional data in this regard we would suggest 
that a communication be sent to the chair- 
man of the Committee on Public Policy and 
Legislation, Dr. C. J. Brown, 1430 Tulane 


Avenue, New Orleans. 


CANDIDATES FOR GOVERNOR 


SOCIALIZED MEDICINE 
“T have a record in the Congress 
f standing firmly against any 
form of socialization of any pro- 
fession.” 


“Opposed emphatically to so- 
cialized medicine and as_ next 
Governor of Louisiana will co- 
operate with all representative 
groups to defeat this plan.” 


“T was the first Anti-Truman 
candidate to announce fighting 
the nationalization of medicine 
and the welfare state.” 


“Against socialized medicine.” 


“Have always opposed socialized 
medicine.” 


“Bitterly opposed to nationaliza- 
tion or socialized medicine or 
any other of Truman’s socialistic 
plans or programs.” 

“Opposed to the nationalization 
of medicine.” 


CHIROPRACTIC BILL 
“Your organization should be 
congratulated on the alert and 
forceful manner in which you 
protect the citizenry of Louisi- 
ana from the _ licensing of 
cultists.” 


No comment. 


“Against the chiropractic bill.” 


“Think the Legislature should 
give the answer.” 


No comment. 


“Opposed to the licensing of 
chiropractors to practice medi- 
cine.” 


“With regard to the chiroprac- 
tors’ bill that was introduced in 
the last session of legislature, I 
am definitely opposed to that 
form of legislation.” 


CANDIDATE FOR LIEUTENANT GOVERNOR 


NAME OF CANDIDATE 
LEON GARY 


SOCIALIZED MEDICINE 
“Strongly opposed to any such 
movement, and especially to any 
small movements at this time 
pointing toward a national move- 
ment.” 


CHIROPRACTIC BILL 
“A license should never be issued 
except to one fully qualified and 
trained to practice the privilege 
of the license.” 
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CANDIDATES FOR ATTORNEY GENERAL 


NAME OF CANDIDATE 
G. M. BODENHEIMER, JR. 


FRED S. LEBLANC 


SOCIALIZED MEDICINE 
“Unalterably opposed to the na- 
tionalization of medicine or any 
form of socialized medicine.” 
“Positively against the national- 
ization of medicine.” 

“Opposed to the passage of the 
omnipresent chiropractic bill in 
the state legislature and will be 


BILL 
licensing of 


CHIROPRACTIC 


“Opposed to the 
chiropractors.” 


so inclined until the course of 
training required of chiroprzc- 
tors is equivalent to that pi 
ently required of physicians and 
surgeons.” 


CANDIDATE FOR COMMISSIONER OF AGRICULTURE & IMMIGRATION 


NAME OF CANDIDATE 


W. E. ANDERSON 


CANDIDATES FOR 


NAME OF CANDIDATE 
FRANK R. GAYLE 


LEE L. LAYCOCK 


CANDIDATES FOR 


NAME OF CANDIDATE 
L. B. BAYNARD 


DOUGLAS FOWLER 


T. A. THOMPSON 


CANDIDATES FOR 
NAME OF CANDIDATE 


J. D. TAYLOR, 
Winnfield 


EDWARD LANDRY, 
Abbeville 


E. C. FREMAUX, 


Rayne 


W. GEORGE BOWDON, JR., 
Alexandria 


E. H. LANCASTER, JR 
Tallulah 


A. M. MARTIN, 
Alexandria 


SOCIALIZED MEDICINE 
“There is not any individual 
more opposed than I am to the 
socialistic trends toward the wel- 
fare state.” 


SOCIALIZED MEDICINE 
“Shall always be for the contin- 
uation of the American Demo- 
cratic principles of life and will 
so express myself.” 


“Utterly opposed to nationaliza- 


tion of medicine and the welfare 
state.” 


SOCIALIZED MEDICINE 
“Will be pleased to render what- 
ever assistance I can.” 
“Bitterly opposed to 
medicine in any form.” 


socialized 


“Against the nationalization of 
medicine and the welfare state.” 


CHIROPRACTIC BILL 


“Don’t think I am qualified to 
pass judgment on this matte 


REGISTER OF STATE LAND OFFICES 


CHIROPRACTIC BILL 
“The chiropractic bill which is 
ever present in the legislature 
should not even have the atten- 
tion of the legislators.” 


“My efforts were one of the con- 
tributing factors in having the 
chiropractors’ bill killed by the 
committee and I have always op- 
posed this group.” 


STATE AUDITOR 


CHIROPRACTIC BILL 


No comment. 


“Any man that places himself 
before the public as a profession- 
al man should have the necessary 
training and qualifications he- 
fore he is allowed to practice his 
profession.” 


“Certainly would never advocate 


the licensing of unqualified prac- 
titioners.” 


MEMBER OF HOUSE OF REPRESENTATIVES 


SOCIALIZED MEDICINE 
“Oppose socialized 
any form.” 


medicine in 


“Definitely against the socializa- 
tion of medicine.” 


“Fully aware of seriousness of 
this situation. Main reason seek- 
ing public office today is to be 
in better position to fight this 
dangerous trend.” 


“Bitterly opposed to nationalized 
medicine and the welfare state 
in any form.” 


“Opposed to the nationalization 
of any profession and am op- 
posed to any form of socialism.” 


“Bitterly 
medicine. 


opposed 


” 


to socialized 


CHIROPRACTIC BILL 
“Opposed to chiropractic bill and 
will vote in the Legislature to 
that effect.” 


“Don’t think that these men are 
trained to perform miracles as | 
have heard.” 


“Am more or less in sympathy 
with the medical profession but 
would like to have more informa- 


tion on subject before passing 
judgment.” 
“Opposed, on the floor of the 


House, the chiropractic bill and 
voted against it every time it has 
been brought up. I will continue 
to oppose this kind of legisla- 
tion.” 


“Reserving right to express an 
opinion on this subject following 
a study of same.” 


“Opposed to any sort ‘faith heal- 
ing’, quacks, ete.” 








nd 
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NAME OF CANDIDATE 
EDWARD K. ALEXANDER, 
leQuincy 


W. L. FUTRELL, 


DeRidder 


ERIC B. SETTOON, JR., 


New Roads 


FRED J. HEINTZ, 


Covington 


J. A. McCURNIN, SR., 
Baton Rouge 


W. J. ROUILLIER, JR., 
Lutcher 


JASPER K. SMITH, JR., 


Vivian 


JAMES L. EARHART, 


New Orleans 


MATTHEW R. SUTHERLAND, 


New Orleans 


N. CEFALU, 
Amite 
BERT W. CLARKE, 


Metairie 


J. MARSHALL BROWN, 
New Orleans 


DOM CARRA GRIESHABER, 
New Orleans 


HAROLD J. LANGLEY, 
Lake Charles 


JACK WILLIS, 


Monroe 
JOHN P. CAMPORA, 
New Orieans 


M. D. FELTENBERGER, 
Pollock 
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SOCIALIZED MEDICINE 
“Absolutely against such a sys- 
tem.” 


“Oppose nationalization of medi- 
cine.” 


“Definitely not in favor of na- 
tionalization of medicine.” 


“Positively opposed to socialized 
medicine.” 


“Vigorously opposed to the na- 
tionalization of the medical pro- 
fession, or any other profession.” 


“Positively oppose the nationali- 
zation of medicine and the wel- 
fare state.” 


“Oppose any measures that 
would tend to socialize medicine 
or any other profession.” 


No comment. 


“Against the nationalization of 
medicine and the present trend 
in our State and Federal Gov- 
ernments toward socialism.” 


“Against any socialized move- 
ment of any kind.” 


“Want to assure you that I will 
vigorously oppose any attempt at 
nationalization of medicine and 
the welfare state.” 


“Very much against socialism in 
any form.” 


“Definitely against any scheme 
which would chain any one of 
the professions.” 


“Inclined to believe that the peo- 
ple of Caleasieu Parish are 
against socialization in every 
form.” 


“Opposed to the nationalization 
of any profession.” 


“Opposed to the socialization of 
medicine.” 


“Bitterly opposed to any nation- 
alization of medicine.” 
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CHIROPRACTIC BILL 

“Will state that I am opposed to 
any group not having the sanc- 
tion of the medical profession 
engaging in any practice which 
purports to be medical in na- 
ture ... and will oppose such a 
bill, unless it has the official ap- 
proval of the legitimate medical 
groups in this state.” 


“At the last meeting of the State 
Legislature I voted against the 
Chiropractic bill . . . no reason 
to change my mind.” 

“It would have to be proven to 
me that they are adequately 
trained and qualified to treat our 
people before I would be in fa- 
vor of licensing them.” 

“IT have always opposed this 
bill.” 


“Will be guided solely by the 
sentiments of the medical profes- 
sion on this question.” 


“Oppose the licensing of chiro- 
practors.” 


“Opposed to licensing the chiro- 
practors in our state.” 


“As a member of the Public 
Health & Quarantine Committee, 
I led the fight against the Chiro- 
practors’ Bill . . . and will con- 
tinue to oppose any legislation 
that may be detrimental to the 
public’s health.” 


“Wish to reserve my opinion on 
this issue until such time as I 
have had a full opportunity to 
study it in detail.” 


No comment. 


“Oppose the licensing of unquali- 
fied persons to practice the pro- 
fession of medicine.” 


“My opinion that chiropractors 
should not be licensed to practice 
medicine.” 


“Opposed to the licensing of any 
group who are unqualified and 
jeopardize the health of the gen- 
eral public.” 


“Not well enough informed at 
this time to make any comment 
on the chiropractic bill.” 


No comment. 
No comment. 


“Cannot at this time answer on 
the chiropractor matter as I need 
some time to study the situa- 
tion.” 








290 


NAME OF CANDIDATE 
WM. JOSEPH SMITH, 
New Orleans 


CHAS. ANZALONE, 


Independence 


R. W. HODGE, SR., 
Shreveport 


JOHN B. COOK, 
New Orleans 


MRS. R. S. 
Eunice 


PARROTT, SR., 


COURTLAND E. 
Monroe 


ARTHUR A. 
Shreveport 


KELLAB, 


TERRY McPHEARSON, 
Hall Summit 


WALTER CARNOT 
New Orleans 


VETSCH, 


ROLAND L. WELCKER, 
New Orleans 


E. F. 
New 


LEBRETON, JR., 


Orleans 


ALLAN DURAND, 
St. Martinville 


SIDNEY SYLVESTER, 
Lawtell 


EDWARD W. HOERNER, 
New Orleans 


MRS. BLAND COX BRUNS, 
New Orleans 


JOHN J. MATASSA, 


New Orleans 


ROY SANDERS, 
Chestnut 


HATHAWAY, 
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SOCIALIZED MEDICINE 
“Opposed to nationalization of 
medicine and welfare state.” 


nationalization of 
and the welfare of 


“Against the 
medicine 
state.” 
“Opposed to socialized medicine 
but I do feel that hospital fees 
and physician fees have reached 
an all time high.” 


“Against the nationalization of 
the medical profession.” 


“Against any form of socializa- 
tion.” 


“Strictly against any form of so- 
cialized or nationalized medi- 
cine.” 


“As you doctors have pledged to 
the people of Louisiana to keep 
the medical profession free from 
socialized medicine, etc., I whole- 
heartedly join hands with you in 
your unselfish crusade.” 


“Unalterably opposed to the na- 
tionalization of medicine and the 
present trend towards the wel- 
fare state.” 


“Would like to go on record as a 
candidate who is strictly opposed 
to such Trumanesque socialistic 
ideas.” 

“Definitely opposed to nationali- 
zation of medicine and the wel- 
fare state.” 


“Opposed to socialized medicine.” 


“Completely and unalterably op- 
posed.” 


“Strongly opposed to this issue.” 


“Opposed to socialized medicine 
in any form.” 


“Opposed to the nationalization 
of medicine.” 


“Will oppose any program detri- 
mental to the medical profession 
and am definitely against so- 
cialized medicine.” 


“Opposed to nationalization of 
medicine and the welfare state. 


CHIROPRACTIC BILL 
“Opposed to licensing of chi -o- 
practors.” 

“Voted against the licensing o 
chiropractors during last ses 
and I am still against same.’ 


“Cannot see the reason wh) a 
chiropractor shouldn’t be alloy ed 
to practice his profession.” 


“Opposed to chiropractic protes- 
sion invading the medical profes- 
sion.” 

“Opposed to licensing of chiro- 
practors, truthfully I class then 
as quacks.” 


“Have never used the services of 
a chiropractor and _ probably 
never will. However, I cannot 
see the point in depriving some- 
one else of their services . 
Consequently I would not vote 
for or support any bill that di- 
rectly or indirectly refused 
censes to them.” 

“T shall never betray the ethics of 
my conscience and place the lives 
of our people in the hands of the 
quacks—or any quack.” 


“Have not formed an opinion « 
the licensing of chiropractors 
am not familiar enough with th 
training they receive before they 
practice ... I can assure you 
that I will attempt to be fair if 
the question comes up.” 


No comment. 


Question asked in 
present law. 


regard to 


“certainly am opposed to a pro- 
fessional man who is untrained 
and therefore unqualified to 
treat our people.” 

“Will have to become 


formed before I could 
definite statement.” 


more in- 
make a 


“Voted against the chiropractic 
bill in the past and nothing has 
been brought out which will 
cause me to change my mind.” 


“Opposed to chiropractic medi- 
cine in any form.” 


“Opposed to the chiropractic bill 
which has come up in past legis- 
lative sessions.” 


“Will oppose any program detri- 
mental to the medical profession 
and am definitely against so- 
cialized medicine.” 


“Opposed the chiropractic bill of 
the last session. I do not favor 
any lowering of standards of 
training in any profession.” 





ri- 
on 


sO- 


of 
or 


of 





NAME OF CANDIDATE 
CARSON WESLEY RUSSELL, 
reveport 


J. TORRAS PHILLIPS, 


exancria 


L. FUGL AR 
exandria 


’ 


D. ELMORE BECNEL, 


heserve 


ROSARIO J. CENTANNI, 


ew Orleans 


M. L. VINING, 


Oak Grove 


J. MAYO BLANCHET, 
Lafayette 


LEWIS R. GRAHAM, 
New Orleans 


TOM L. McKENZIE, 
W. Monroe 


PETER W. MURTES, 
New Orleans 

JOHN J. BORNE, JR., 
New Orleans 


GEORGE D. MARTIN, 
New Orleans 


BAZILE J. SCAFFIDI, 


New Orleans 


R. C. HAUSER, 
Bastrop 


BYRON L. STAFFORD, 
Lecompte 


FRANK C. MORAN, JR., 


vy Orleans 


FRANK GRAHAM, 


eveport 
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SOCIALIZED MEDICINE 
“Against the nationalization of 
medicine and the welfare state.” 
Unalterably opposed to the na- 
tionalization of medicine and the 
welfare state.” 


No comment. 


“Do not intend to vote or advo- 
cate the nationalization of medi- 
cine.” 


“Opposed to socialized medicine.” 


“Opposed to socialized medicine.” 


“Opposed to the nationalization 
of medicine.” 


“Unqualifiedly against any at- 
tempt at nationalization of medi- 
cine and the establishment of a 
welfare state in general.” 


“Emphatically opposed to the 


nationalization of medicine or 


any legitimate profession.” 


“Definitely against the practice 
of socialized medicine.” 

“Believe in keeping our medical 
profession free from socialized 
medicine . . . shall do all in my 
power to discourage any move- 
ment in that direction.” 


“Against socialized medicine of 
any form.” 


“Feel that there may be some 
merit to the voluntary joining of 
people in organizations to help 
them pay medical fees, the same 
as the Blue Cross is helping peo- 
ple to pay for hospitalization.” 


“Recognize the advancement 
that has been made in medicine 

feel this was accomplished 
by allowing the medical profes- 
sion to act in their own behalf.” 


“Against the nationalization of 
medicine ... For your society to 
be against socialized medicine is 
not enough, you must offer 
something far superior in its 
place.” 

“Oppose any movement toward 
socialization of any professional 
or business group.” 

“A gainst socialized anything and 
that included medicine.” 
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CHIROPRACTIC BILL 
“Against the licensing of chirc- 
practors.” 


“Am in accord with you in your 
opposition to the licensing of 
chiropractors.” 


“During last legislature I voted 
against chiropractors’ bill. I see 
no reason why I should change 
my opinion.” 


“Opposed to the licensing of 
chiropractors.” 


“Will support those bills which 
will be beneficial and for the 
best interest of our people and 
will oppose any bill which may 
prove aetrimental to the medi- 
cal profession.” 


No comment. 


“Opposed to the chiropractic 


bill.” 


“At present, with the lights be- 
fore me, I am definitely opposed 
to licensing of chiropractors.” 


“Opposed to licensing of any 
group of quacks.” 


“Opposed to the granting of li- 
censes to chiropractors.” 


“Agree in opposing the licensing 
of chiropractors.” 


No comment. 


No comment. 


“No chiropractic bill should be- 
come a law that would overlap 
with the treatment of disease or 
not provide regulatory measures 
so that their practice would ex- 
tend beyond the category for 
which they are trained or edu- 
cated.” 

“Not thoroughly enough in- 


formed on the subject to give 
you a conclusive answer.” 


“Oppose the licensing of chiro- 
practors.” 


No comment. 








NAME OF CANDIDATE 
ALVIN T. STUMPF, 


Gretna 


PAUL E. BONTA, 
New Orleans 


HENRY L. PEPPER, SR., 
New Orleans 

JOHN J. PETERS, SR., 
Winnfield 


DEWITT L. SAULS, 
Amite 


DAVE O. HULETTE, 


lWew Orleans 


F(,RREST C. PENDLETON, 
New Orleans 


RUDOLPH F. BECKER, JR., 


New Orleans 


LAURANCE EUSTIS, JR., 
New Orleans 


JYHN SINGREEN, 
New Orleans 


JOHN S. NELSON, 
Plaquemine 


GUY W. SOCKRIDER, 
Lake Charles 
WARREN J. MOITY, 


New Iberia 


DR. E. M. TOLER, 
Clinton 


PATRICK BARRY, JR., 
Breaux Bridge 


BERNARD TRAPPEY, 
New Iberia 


J. MAXIME ROY, 
Lafayette 


GILBERT F. HENNIGAN, 
Fields 
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SOCIALIZED MEDICINE 
“Have always stood by the 
recommendations of the Louisi- 
ana State Medical Society.” 
“Greatly opposed to socialized 
medicine.” 


“Opposed.” 


“Against nationalization 
welfare state.” 


and 


“Will certainly give the two mat- 
ters thorough study should I be 
elected to the Legislature.” 


“Unalterably opposed to the so- 
cializing of medicine or anything 
else.” 


“Against.” 


“Opposed to the nationalization 
of medicine and the welfare 
state.” 


“Strongly oppose the nationali- 
zation of medicine and the wel- 
fare state.” 


“Most assuredly against the na- 
tionalization of medicine.” 


“Against the nationalization of 
medicine.” 


“Opposed to the nationalization 
of medicine.” 


“As a State Senator, I will co- 
operate with the La. State Medi- 
cal Society one thousand per cent 
in their effort to secure the best 
medical care for the people of 
their state, at any time an op- 
portunity arises.” 


“Opposed to socialized medicine.” 


“Strictly against any form of so- 
cialized medicine.” 


“On the nationalization of medi- 
cine, I am not in accord with 
such a proposition.” 


“Definitely opposed to any bill or 
measures that would bring us so- 
cialized medicine.” 


“Against socialized medicine in 
any way, form or fashion.” 


CANDIDATES FOR STATE SENATE 


CHIROPRACTIC BILL 
“Have always stood by tie 
recommendation of the Louisiaia 
State Medical Society.” 


“Would have to study the bill 
more fully before giving «an 
opinion.” 


“Opposed.” 
“Against the chiropractic bill. 


“Will certainly give the two mat- 
ters thorough study should I be 
elected to the Legislature.” 


“Believe it is the height of folly 
to license chiropractors and am 
fully opposed to their being 
licensed.” 


“Against.” 


“Against the licensing of chiro 
practors.” 


“During the past legislative ses- 
sions I have voted against the 
chiropractic bill and you can 
count on me to continue this 
practice.” 


“Against the licensing of chiro- 
practors.” 


“Against the licensing of chiro- 
practors. During legislative ses- 
sions of 1940 and 1942 as a state 
representative, I cooperated fully 
with the medical societies and 
will continue in the same manner 
if elected state senator.” 


“Opposed to the licensing of 
chiropractors.” 

“As a State Senator, I will co- 
operate with the La. State Medi- 
cal Society one thousand per cent 
in their effort to secure the best 
medical care for the people of 
their state, at any time an op- 
portunity arises.” 


“Opposed to licensing chiroprac- 
tics in the State of La.” 


“Opposed to licensing of chiro- 
prattors until such time that I 
am informed in writing by a 
majority of the members of the 
La. State Medical Society that 
they want the licensing of chiro- 
practors.” 


“Not familiar enough with its 
provisions to be able to answer 
intelligently.” 


“Voted against the Bill and I in- 
tend to oppose it whenever it is 
brought up again.” 


No comment. 








NAME OF CANDIDATE 
THOMAS A. BRADFORD, 


na 


JOHN R. HUNTER, JR., 


\lexandria 


JAMES D. SPARKS, 


Vonroe 


ELMORE F. BONIN, 
St. Martinville 

LAWRENCE CHAUVIN, JR., 
Houma 


TED R. BROYLES, 


Leesville 


M. ELOI GIRARD, 
Lafayette 


GUY G. GARDINER, 


Crowley 


WILLIAM S. LINDSLEY, 
New Orleans 


R. B. RICHARDS, 
New Orleans 


G. A. ACKAL, 
New Iberia 


L. R. HEWITT, 
Mansfield 


HARRY C. HUSSER, 
New Orleans 
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SOCIALIZED MEDICINE 
“One hundred per cent against 
socialized medicine or any other 
socialization in the United 
States.” 


“Definitely opposed to the na- 
tionalization of medicine and the 
welfare state.” 


“Opposed to the nationalization 
or socialization of the medical 
profession.” 


“Against the nationalization of 
medicine and the welfare state.” 


“In full agreement with the gen- 
eral opinions shared by our med- 
ical societies for the benefit of 
mankind. If elected I will strive 
to do the utmost to maintain the 
high standards practiced by the 
society.” 


“Believe it would be very detri- 
mental to the health of our na- 
tion to adopt the policy of so- 
cialized medicine.” 


“Violently opposed to socialism 
—in medicine—in any business.” 


“Opposed to the nationalization 
of medicine.” 


No comment. 


“Opposed to nationalized medi- 
cine and the so-called welfare 
state.” 


“Strongly against any form of 
Socialized Medicine.” 


“Opposed to the nationalization 
of medicine in any of its phases.” 


“Adamantly against all forms 
of socialization.” 
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CHIROPRACTIC BILL 
No comment. 


“Feel that the La. State Med. 
Soc. is best qualified to deter- 
mine the question, and I shall be 
guided by and adhere to the 
wishes of the La. State Med. So- 
ciety in this regard and shall op- 
pose the licensing of chiroprac- 
tors.” 


“Not familiar with this legisla- 
tion, its background ... I know 
that people who practice chiro- 
practics are available to the pub- 
lic and presume they have a li- 
cense of some sort. However, if 
by ‘license’ you mean a bill to 
permit chiropractors to... issue 
prescriptions, diagnose and treat 
diseases, I would certainly be op- 
posed to this.” 


“Oppose the licensing of chiro- 
practors.” 


“In full agreement with the gen- 
eral opinions shared by our med- 
ical societies for the benefit of 
mankind. If elected I will strive 
to do the utmost to maintain the 
high standards practiced by the 
society.” 


“Shall endeavor to the best of 
my ability to protect the medical 
profession when the occasion 
arises.” 


“Am not prepared to promise op- 
position to the chiropractic biil 
as I am not familiar enough with 
the subject; however, my mind 
is open on the subject.” 


“Opposed to the licensing of 
chiropractors.” 


“Would rather let my views re- 
main open for the time being. I 
have made various investigations 
relative to this issue, however, 
and so far the majority of people 
whom I have contacted seem to 
favor chiropractors. Neverthe- 
less a further study should be 
made before a decision can be 
reached.” 


“Will do my part to defeat the 
usual chiropractic bill.” 


“Opposed to licensing chiroprac- 
tors.” 


“Opposed to submitting the pub- 
lie to any cultists who are not 
adequately trained and qualified 
to treat our people.” 


“As for the general licensing of 
chiropractors you are as- 
sured that I will actively oppose 
this bill.” 
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SOCIALIZED MEDICINE CHIROPRACTIC BILL 
“Afraid that ‘Socialized Medi- ‘“Categorically I am with you on 
cine’ and ‘The Welfare State’ this.” 
are such broad terms that it is 
difficult, without outlining to me 
any specific program or set of 
facts to give any quick affirma- 
tive or negative.” 


NAME OF CANDIDATE 


DAVID H. MACHAUER, 
New Orleans 


HAROLD P. CRANE, SR., “Will positively go on record to 
do everything within my power 
and will vigorously oppose any 
legislation in this direction.” 


“Entirely uninformed as to ts 
merit or demerit.” 


GUS M. BOUCHER, No comment. 


Shreveport 


“Will not only oppose socialized 
medicine and the welfare state 
legislation but will act as your 
leader in the state senate against 
such drastic and communistic 
legislation.” 


PUCKETT WILLIS, 


“Opposed to the nationalization “Voted against the chiropra 
Sikes i 


of medicine.” bill. My stand on this is a mat- 
ter of record.” 


Cc. H. DOWNS, 
Alexandria 


“On every occasion in the past 
opposed the adoption of 1e 
chiropractic bill and should it be 
presented at any future sessions 
of the legislature my position re- 
garding it will be the same.” 


which 
purpose 


“Oppose any measures 
would have for their 
the nationalization of medicine 
or which would in any way be 
detrimental to your Society.” 





LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 





DADE COUNTY CANCER INSTITUTE 
SCHOOL OF CYTOLOGY 


The Cancer Cytology Center of the Dade County 
Cancer Institute, an affiliate of the Medical Re- 
search Foundation of Dade County in Miami, Flor- 
ida, has announced its first one-week seminar for 
physicians to be held at the Institute from January 
14th to 19th The lecture 
scheduled from 9 a.m. to 5 p.m. daily during this 


inclusive. courses are 
period. 

Instruction will be under the supervision of 
Doctor J. Ernest Ayres, Director of the Institute 
and its research staff. More than twenty outstand- 
visiting physicians and scientists 
the faculty. 

This first School of Cytology in 
State 
from the Caribbean. 


ing local and 


will compose 
Florida antici- 


pates enrollment from local, and regional 


areas as well as 
The general course of instruction in cancer diag- 


nosis and cytology will include lectures, demon- 


strations and symposia covering the various 


branches of medicine as related to cancer, includ- 
ing clinical, cytological, surgical and histopatho- 
logical fields. 

Interested physicians should direct their inquiries 
regarding qualifications, registrations, 
other details to the Director of the Dade County 
Cancer Institute at 1155 North West 14th Street, 
Miami, Florida. 

Applications for registration, limited to 35 phy- 
sicians, will be accepted through January 12th. 


fees and 


eeaasapidhdnened nicest i 
ANNUAL CLINICAL CONFERENCE 
OF THE CHICAGO MEDICAL SOCIETY 


The Clinical Conference which has been estab- 
lished by the Chicago Medical Society fer presen- 
tation each spring, offers lectures on many as- 
pects of medicine to keep doctors abreast of the 
new things being developed from year to year. Each 
year the Society presents something of special 

held March 


Chicago. 


will te 


House, 


terest to those attendine. It 


4, 5, 6, 7, 1952 


in the Palme: 
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» year, 1952, will show in response to popular 


de nd, an increased number of demonstrations or 
wi shop periods in addition to the regular series 
of \ectures. These demonstrations include presen- 
tation of patients, carefully selected scientific 
movies, and other features interesting from an 


educational standpoint. The lecture are on sub- 
je of interest to both the general practitioner 
and the specialist and will be one half hour in 
duration. The faculty, which is now being assem- 
bled, will represent outstanding teachers of the 
medical world. 

he scientific and technical exhibits are being 
selected with great care. The scientific exhibits 
will present visually some of the most recent ad- 
vances in medicine. The technical exhibits are 
both helpful and time-saving and worthy of real 

ly. To those who have attended previous clin- 
ical conferences, the wealth of material is well- 
known. 

For newcomers, to this activity of a great med- 
ical center, it will be an opportunity to renew old 
acquaintances as well as improving one’s medical 
outlook. The Chicago Medical Society Clinical Con- 
ference should be marked on every physician’s 
calendar right now. The completed program will 
be available shortly and will be printed in our Bul- 
letin or mailed upon request. This meeting has 
earned the reputation of being one of the most out- 
standing medical conferences in the country. 

Ons 
ANNUAL MEETING OF THE NEW ORLEANS 
GRADUATE MEDICAL ASSEMBLY 


The fifteenth annual meeting of The New Or- 


leans Graduate Medical Assembly will be held 
March 10-13, headquarters at the Municipal Audi- 
torium. 

Eighteen outstanding guest speakers will parti- 
cipate and their presentations will be of interest 
to both specialists and general practitioners. In 
addition, the program will include symposia on 
“Resuscitation” and “Complications of Antibiotic 
Therapy and Their Management”, daily demon- 
strations of medical and surgical procedures in 


’ 


color television, clinicopathologic conferences, med- 
ical motion pictures, over 100 technical exhibits and 
three round-table luncheons. 

The Assembly has planned another interesting 
postclinical tour to follow the 1952 meeting in New 
Orleans. On Saturday, March 15, a party com- 
posed of doctors and their families will leave by 
plane for Merida, Yucatan, Mexico. The itinerary 
also includes Mexico City, Cuernavaca, Taxco and 
Acapulco in addition to other sightseeing. Arrange- 
ments have been made for medical programs and 
visits to hospitals in Merida end Mexico City. The 
group will return to New Orleans on Saturday, 
March 29. 

Details of the New Orleans meeting and the post- 
clinical tour are available at the office of the 
Assembly, Room 103, 1430 Tulane Avenue, New 
Orleans 12, Louisiana. 


THIRTY-SEVENTH ANNUAL CLINICAL 
CONGRESS—AMERICAN COLLEGE 
OF SURGEONS 

Nine hundred and three initiates were received 
into fellowship and three honorary fellowships 
were conferred by the American College of Sur- 
geons at the Convocation on Friday evening, No- 
vember 9, which was the closing session of the 
thirty-seventh annual Clinical Congress in San 
Francisco. The fellowships were conferred by Dr. 
Alton Ochsner of New Orleans, President of the 
College. The Fellowship Address was delivered by 
Dr. J. Roscoe Miller, of Chicago, President of 
Northwestern University. 

The new honorary Fellows are: 

Sir Reginald Watson-Jones, London, England, 
Director of Orthopedic Service, London Hospital 
Medical College; Director, Orthopedic Department, 
London Hospital. 

Dr. A. Mario Dogliotti, Turin, Italy; Professor 
of Surgery, Faculty of Medicine of Turin and also 
the Postgraduate School of Surgery; Director of 
the Surgical Clinic; Molinette Hospital. 

Dr. Rudolph Matas, New Orleans; Professor 
Emeritus of Surgery, Tulane University School of 
Medicine; a founder and the First Vice President 
in 1913 of the American College of Surgeons; Past 
President of the College, 1925-6. 

The American College of Surgeons has around 
17,000 Fellows in the western hemisphere and in 
a few countries overseas. Headquarters are in 
Chicago. It was organized in 1913 to elevate the 
standards of surgery. 

The following initiates from Louisiana were 
made fellows: Walter F. Becker, New Orleans; 
Walter J. Burdette, New Orleans; Claude C. Craig- 
head, New Orleans; Julius T. Davis, Jr., New Or- 
leans; Frank T. Kurzweg, New Orleans; James T. 
McQuitty, New Orleans; William C. Quinn, New 
Orleans, and Samuel Zurik, New Orleans. 

RAPIDES PARISH MEDICAL SOCIETY 
FOUNDER’S DAY FORUM 


—— -——0 


The annual Founder’s Day Forum of the Ra 
pides. Parish Medical Society will be held at the 
Hotel Bentley in Alexandria on January 12, 1952. 
The program will consist of a luncheon, presenta- 
tion of scientific papers and a banquet for doctors 
and their wives at eight o’clock in the evening. 
The president of the State Society, Dr. Edwin L. 
Zander and the secretary, Dr. C. Grenes Cole, have 
been invited to speak at the luncheon. 

All Louisiana doctors are invited to attend this 
Forum and should contact Dr. Richard E. C. Mil- 
ler, Chairman, for further information. 

cies inca eae ae See een ee 
NEWS ITEMS 

The American Board of Obstetrics and Gyne- 
cology announces the election of Dr. John L. Parks, 
of Washington, D. C., as a member and Director 
of the Board. Dr. Parks succeeds Dr. Joseph L. 
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Baer, who has been Vice President of the Board 
for over twenty years and who has resigned. 

At a meeting of the Board of Regents of the 
American College of Surgeons held at the Fairmont 
Hotel in San November 9, 1951, Dr. 
Evarts A. Graham of St. Louis was appointed to 
succeed Dr. Arthur W. Allen of Boston as chair- 
man. Dr. Graham is emeritus professor of surgery, 
Washington University School of Medicine 
emeritus surgeon-in-chief, Barnes and St. 
Children’s Hospital. Dr. Graham has been a mem- 
ber of the Board of Regents since 1940. 


Francisco 


and 
Louis 


———$ $$$ 0 —— ———__— 





IN MEMORIAM 

DR. FRANCIS FENWICK YOUNG, JR. 

DIED AT 2:15 P. M. OCTOBER 24, 1951 

Born August 10, 1887, at Abbeville, Louisiana. 
The son of the late Doctor Francis Fenwick Young, 
Sr. and Mrs. Noemie Roy Young. 

He received his early education in the parochial 
schools of Abbeville, La., and later his A. B. de- 
degree from Jefferson College, Convent, La. in 
1907. 

He completed his medical education at the 
Fort Worth Medical College, Fort Worth, Texas, 
in 1911. This medical school has 
affiliated with Baylor University, Houston, Texas. 

He began his practice of medicine in Erath, Lou- 
isiana, and practiced there about a year and half 
prior to coming to Covington where he has prac- 
ticed medicine since 1913 and throughout the Par- 
ish of St. Tammany up to several years ago when 
he retired because of il] health. Doctor Young was 
noted for his kindness and charity to the under- 
privileged. 


since become 


Book Reviews 


He served as Coroner from May 1932 co 
uously to 1948 when he resigned because < 
health and was replaced by Doctor H. E. Caut- 
reaux. 

Doctor Young was a past-President of the St, 
Tammany Parish Medical Society and a member 
up to the time of his death. He was also a mem- 
ber of the Louisiana State Medical Society, the 
Sixth District Medical Society and the American 
Medical Association. 

He is survived by his brothers, Doctor J. Dalton 
Young, Shreveport, La., Mr. A. Laurie Young, 
Covington, Dr. L. Roland Young, Covington, Dr. 
Roy Carl Young, Covington, and one sister, Mrs, 
Robert E. Putnam, Abbeville, La. 


DR. THOMAS C. PAULSEN 


WHEREAS, through the untimely death of Dr. 
Thomas C. Paulsen, this society has suffered the 
loss of one of its most esteemed and beloved mem- 
bers; and 

WHEREAS, this physician whose life of unsel- 
fish service and devotion to the highest ideals and 
principles of the practice of medicine in spite of 
his own great physical suffering has reflected 
honor upon the profession and 

WHEREAS, his tireless battle against pain and 
disease was always a source of comfort and cour- 
age to his patients and inspiration to this com- 
munity and to his fellow practitioners 

THEREFORE, BE IT RESOLVED, that the 
members of the East Baton Rouge Parish Medical 
Society express their heartfelt sympathy to the 
Paulsen Family and that a copy of this resolution 
be spread on the minutes of this society as a tribute 
to his. memory. 








BOOK R 


Clinical Practice; by 


Electroencephalography in 
Robert S. Schwab, M. D., Philadelphia, W. B. 
Saunders Co. 1951. pp. 195, Illus. Price $6.50. 
In something less than 200 pages of text Dr. 

Schwab has managed to present an excellent review 

of the current status of electroencephalography 

both as a clinical technic and a _ research 

Beginning with a historical statement, he deals 

successively with the characteristics of records, the 

technic of obtaining reliable records, and the 
special features of the E. E. G. in epilepsy, other 
disorders of the nervous system, and in psychologic 
disease. The special problems of E. E. G. research 
and the management of the E. E. G. laboratory 
are also discussed. The presentation is simple and 
straightforward throughout. The book is heartily 
recommended to both the physician and non-medical] 
worker wishing to introduce himself to this field. 
D. A. FREEDMAN, M. D. 


tool. 


EVIEWS 


PUBLICATIONS RECEIVED 

The Arundel Press, Inc., Washington: Antibiotic 
Therapy, by Henry Welch, Ph.D., and Charles N. 
Lewis, M. D. 

The Blakiston Co., Philadelphia: Biological An- 
tagonism, the Theory of Biological Relativity, by 
Gustav J. Martin, Se.D. 

W. B. Saunders Co., Philadelphia: Textbook of 
Refraction, by Edwin Forbes Tait, M. D., Ph. D. 

Charles C. Thomas, Publisher, Springfield, Ill: 
Visceral Innervation and its Relation to Person- 
ality, by Albert Kuntz, Ph.D., M.D.; Untoward 
Reactions of Cortisone and ACTH, by Vincent J. 
Derbes, M. D., and Thomas E. Weiss, M. D., and 
edited by Roscoe L. Pullen, M. D.; Surgery of 
Peripheral Nerves, by Emil Seletz, M. D., F.A.C.S., 
F.I.C.S.; Physical Medicine and Rehabilitation for 
the Aged, by Walter S. McClellan, M. D., Cardiac 
Pain, by Seymour H. Rinzler, M. D., F.A.C.P. 








